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Editorial on the Research Topic
 Migration and health: a human rights perspective - conference insights and beyond




Human mobility is a world-wide phenomenon among global majority and global minority countries (9). The number of international migrants has been growing; it was about 300 million in 2024 (1, 8). People move for a variety of reasons, such as seeking better jobs and access to better health care; running from famine, war, or natural disasters; and fleeing persecution (2). Regardless of the rationale, people who move are likely to experience health disparities–characterized by limited access to care; cultural, language, and social barriers; and adverse physical and mental health outcomes (3).

To raise awareness and ignite collaborations to strategically mitigate health disparities prompted by transitions from home countries to new environments, the City University of New York Institute for Health Equity (CIHE) led a 2023 Academic Summit on “Migration and Health: A Human Rights Perspective.” Invigorated by the summit's timely and important dialogues, we sought to widen the discussion and scholarly contributions–ensuing this Research Topic.

With a stimulating compilation of 11 articles, the Research Topic includes quantitative and qualitative studies, reviews of current knowledge with future outlooks, and commentaries embedded in existential research to challenge the status quo and act toward health equity among populations experiencing mobility. Combined, the scholarship conveys the cycle of migration through the lifespan (from maternal and infant care to older care) and addresses a variety of morbidities (physical and mental) as well as potential actions and solutions (patient-centered approaches to care, robust education and social support programs).

Examining health disparity across the lifespan, six articles provide insight from maternal care (impacting fetal care) to older care. Focused on maternal care, Smith et al.'s interviews with South Asian refugees living in the US highlight the flaws of the US healthcare system as they are amplified for refugees, whose unfamiliarity with the health system of the new country limits care. Recommendations include investments in nursing care, multilingual doula care, language services, and robust childbirth education. This is most relevant given high maternal and infant mortality rates in the US (4). Lessons from the US can be presented as case studies for other peer countries.

Focusing on child health, Jeong approaches healthcare access and migration from the perspective of structural barriers induced by strict government regulations. Through a content analysis of documents spanning 17 years, Jeong identifies China's denial of legal identity among children of North Korean defectors as a key limiting factor to access pediatric care. To improve the situation, Jeong recommends advocating for policies that dissociate the legality of a child from health services. Maintaining a focus on young migrants and policy, Vega examines undocumented and immigrant students experiences with distress and explores solutions that can help mitigate negative consequences of immigration policies. The author introduces the Immigration Battle Fatigue model and discusses pathways for supporting mental health of student migrants. Similarly focusing on students in higher education institutions, Reynoso et al. conducted a peer-to-peer interview study with students from diverse backgrounds to examine how STEM studies are perceived. The authors identify key themes, including the importance of time management support, diverse mentors, and breaking down stereotypes. As in other papers in the Research Topic, the critical role of authentic support emerged.

Moving toward wellbeing at the later end of the lifespan, Zhou et al. interviewed older individuals from diverse linguistic and cultural backgrounds living in Sweden. Their findings (1) point to a desire to understand and be understood, emphasizing the critical role of communication and education and (2) highlight the resilience that the participants demonstrated through identity negotiation and cultural adaptation strategies. The authors conclude that person-centered approaches in care–sensitive to cultural differences–have the potential to support immigrants despite complex psychosocial processes and communication barriers. With a continued focus on the older adult(s), Muñoz-Alicea and Suarez-Gomez qualitatively examine depression among informal caregivers of older Hispanic adults residing in Mexico, Puerto Rico, and Columbia. The investigation reveals aspects that affect mental health among caregivers of older Hispanics and highlights the importance of social support. Focusing on caregivers for older adults is innovative. Moreover, older care among migrants is important given the growing aging population worldwide (5).

Together with the work by Jeong and by Vega mentioned above, two additional articles focus on systems, structures, and the social ecology of societies. Martens et al. examine migrant status and access to vaccination during the COVID19 pandemic using survey data from Ecuador. Amid barriers and gaps in access, solutions emerged, including support from non-governmental organizations, mobile health brigades, and pressure from international organizations. Education and communication also play a role in improving access to care among refugees and migrants.

The critical role of understanding cultural diversity and the importance of moving away from a colonial view of healthcare are emphasized in McGovern and Fusco's review paper. The review focuses on epistemic disobedience in public health research and practice in the context of migration. The authors define and situate terms in historical and current literature while critically exploring the usage of epistemic disobedience in public health and migration scholarship. The review also points to promising future applications of epistemic disobedience and implications in public health and migration research and practice.

Three articles attend to health areas often passed over: mental health and dental care. Mental health care is discussed in Blukacz et al. The authors examine self-reported stress and mood disorders in relation to demographic, socioeconomic, health, and migration-related factors among international migrants in Chile. Data from a structured questionnaire administered to 1,656 international migrants and 1,664 locals revealed worse mental health indicators for the migrants (e.g., higher rates of mood disorders) compared to the locals; these differences did not change with length of residence. Nevertheless, acculturation processes may offer potential for decreasing mental health challenges among immigrants.

Much like mental health, oral health is often overlooked. Martín Hernández et al.'s cross-sectional study with 128 adult migrants residing in a temporary center in Spain analyzes the association between oral health status and social determinants of health. They concluded that this population experienced major oral health challenges and that disparities were evident by a migrant's home country, education, and ability to access care. Further monitoring is needed, especially since oral health is closely related to systemic health (6, 7).

Finally, Izquierdo-Condoy et al. examine the wellbeing of a special group of migrants–those who are forced to return to their original countries. The authors discuss challenges facing returnees, including limited healthcare access, economic instability, and social exclusion; and emphasize how these barriers contribute to widening health disparities. They suggest that systematic, global efforts are needed to mitigate the negative consequences of these marginalized groups.

The strength of this Research Topic lies in its breadth of methodological approaches, variety of populations spanning the human lifespan, countries of the globe, health aspects addressed, and global perspectives. It brings together scholars from 12 countries and one US territory, focusing on distinct migrant groups and a variety of potential action plans for improving health outcomes and minimizing health disparity.
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Migration has long shaped human societies, often generating complex social and political dynamics. In the United States, migration from Latin America represents a significant proportion of inflows, but increasingly restrictive policies have intensified hardships for migrants. Returning migrants frequently encounter systemic barriers such as limited healthcare access, economic instability, and social exclusion, all of which contribute to widening health disparities. The “healthy migrant effect” often declines as migrants face limited medical resources, reintegration difficulties, and weakened social support networks, which heighten the risk of mental health issues such as depression and PTSD. Moreover, food insecurity, poor living conditions, and exposure to violence further exacerbate physical and mental health vulnerabilities. Forced return migration magnifies these risks, leading to the marginalization of returnees both socially and economically. Addressing these challenges requires coordinated, equity-focused migration policies that integrate public health, legal, and social support systems. Sustainable, rights-based approaches are essential to promoting the long-term wellbeing of migrants and achieving broader public health goals.
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1 Introduction

Over the past few decades, global migration flows have intensified, with a marked acceleration in the last 10 years driven by economic instability, armed conflict, and more recently, the HIV/AIDS pandemic. According to the United Nations High Commissioner for Refugees (UNHCR), a migrant is defined as an individual who voluntarily leaves their country of origin, retaining the ability to return home safely at any time (1). Additionally, return migration encompasses a range of movements back to the country of origin, including repatriation, expulsion, deportation, assisted return, and voluntary return initiated by the individual (2). Contemporary migration patterns are especially prominent in flows from Latin America to the United States and from Africa to Europe. In response, destination countries have implemented increasingly restrictive immigration policies. Among these is the recent adoption of mandatory return migration, which obliges migrants to return to their countries of origin regardless of their specific circumstances or humanitarian and health-related needs.

This phenomenon has significant implications for public health, particularly for undocumented immigrants, a group that may include individuals facing a double burden of vulnerability—a condition in which general social and legal marginalization is compounded by the presence of specific health conditions, further increasing their risk (3). These individuals often lack legal status, have limited or no access to health care, and live under the constant threat of Immigration and Customs Enforcement (ICE) raids, all of which intensify their economic insecurity and psychological distress. The intersection of migration and health thus emerges as a critical public health concern. Studies have shown that returned migrants frequently experience poorer health outcomes, largely due to restricted access to medical services, persistent economic hardship, and the stress associated with reintegration into their countries of origin (4, 5).

These implications have become increasingly evident in recent policy decisions. On January 20, 2025, President Trump signed an executive order suspending the U.S. Refugee Admission Program (USRAP) indefinitely (6). This drastic policy shift has sparked intense debate, particularly regarding its public health implications and the potential human rights violations faced by undocumented migrants (7). Despite the profound disruptions caused by mandatory return migration, its health consequences often remain underrecognized by authorities (7).

Reintegration following deportation presents a distinct set of challenges that further undermine migrant wellbeing. Deported migrants are not merely leaving a country, they are being forcibly removed from established lives, where they have built homes, raised children, and integrated into society. Research indicates that return migrants face substantial barriers to healthcare access, further worsened by social exclusion, economic instability, and the psychological trauma of forced displacement. These factors compound their vulnerability, making reintegration into their home countries particularly challenging (8–10).

Furthermore, disparities in income and social support systems contribute to unequal health outcomes between returning migrants and urban populations—a group often used as a benchmark due to their relatively greater access to healthcare services and social infrastructure. These disparities frequently heighten returnees' vulnerability to both physical and mental health conditions (11–13). The lack of reintegration programs—combined with economic instability and limited access to healthcare—places returnees at a marked disadvantage, exacerbating pre-existing inequities and perpetuating cycles of poverty and social exclusion (14). Notable examples of reintegration initiatives include Mexico's 3 × 1 Program for Migrants and Ecuador's Emergency Assistance Plan for nationals returning from the United States (15, 16).

To better understand these dynamics, the findings from the literature were synthesized to identify key trends, gaps in existing research, and to highlight the long-term effects of deportation and repatriation under the current U.S. immigration policies.



2 Methodology

This perspective study evaluates the public health impacts of mandatory return migration, specifically following the implementation of immigration policies under President Trump's administration. A comprehensive literature review was conducted to identify relevant studies assessing the health outcomes of return migrants. The review was carried out using the PubMed, Scopus, and Google Schoolar databases, with the following search terms: (“Return Migrant” OR “Return Migration”) AND (“public health impact” OR “health risk” OR “health outcomes”). Out of 150 sources initially screened, 12 peer-reviewed articles were selected for inclusion in this analysis.

The data were analyzed across key areas, including the physical health risks of mandatory return migration, focusing on limited healthcare access and the worsening of pre-existing conditions, such as physical health problems, health issues, psychological and mental health problems, violence and harm based on gender or sexual orientation (17). The role of social support and its impact on the reintegration and wellbeing of return migrants was also explored. Additionally, the review assessed how lifestyle factors—such as diet, physical activity, and socioeconomic status—affect the health outcomes of returnees, with a particular emphasis on migration's influence. Psychological challenges, including stress, anxiety, and depression resulting from forced displacement and reintegration, were examined. Lastly, the review addressed the ethical and policy implications of mandatory return migration, evaluating the effectiveness of related health programs in both sending and receiving countries.



3 Public health impacts of mandatory return migration

Mandatory return migration can have profound public health implications, particularly for vulnerable populations such as migrant workers. The intersection of health outcomes and social support systems plays a crucial role in shaping the wellbeing of these individuals, influencing both short- and long-term reintegration challenges (18).


3.1 Health risks associated with mandatory return migration

The healthy migrant effect suggests that migrants initially arrive in their host countries in better health than the local population (19). However, this advantage is often short-lived due to various challenges encountered abroad, including poor working conditions, limited access to healthcare, and social discrimination (17, 20, 21). Upon returning to their home countries, many migrants face additional barriers to reintegration, including persistent health issues, inadequate medical resources, and socioeconomic instability. Furthermore, systemic exclusion and marginalization exacerbate these health risks, as observed in countries such as South Africa, where returning migrants face structural barriers to healthcare. Similar challenges may currently affect migrants reintegrating into regions with restricted healthcare access (8).



3.2 Social support and quality of life

Social support is a critical determinant of health and wellbeing, particularly for individuals experiencing forced reintegration under inhumane conditions, such as transport under forced starvation or the use of handcuffs despite individuals not being criminals. Strong social networks can mitigate stress, improve mental health, and facilitate smoother reintegration (22–24). However, social support levels vary. While some studies indicate that migrant workers report higher social support than urban workers, these findings are influenced by factors such as age, economic status, and access to reintegration programs. In the absence of adequate social safety nets, returning migrants are more likely to experience isolation, economic hardship, and deteriorating health outcomes (14, 25).



3.3 Lifestyle factors and health outcomes

A healthy lifestyle—characterized by balanced nutrition, regular physical activity, and avoidance of harmful behaviors such as smoking and excessive alcohol consumption—is closely associated with better quality of life. However, returning migrants often face adverse conditions that hinder their ability to maintain a healthy lifestyle, including food insecurity and unstable employment. Workplace- and community-based interventions could promote healthier behaviors, serving as effective public health strategies to mitigate these risks (25). The International Organization for Migration established a series of recommendations, such as involving migrants and local communities in all phases of activities to increase their participation, designing and incorporating activities that create a welcoming environment for people to gather, interact, and forge social bonds (26). Riza et al., in their systematic review, evaluated best practices in interventions, including community-based mental health services, a cardiovascular disease prevention program that is linguistically and culturally sensitive, and a health promotion initiative that integrates positive development principles for minority youth (27).

Undocumented migrants, in particular, face significant barriers to healthcare access due to their immigration status, which often renders them ineligible for public health insurance programs and unable to obtain private health insurance. As a result, they are less likely to have a regular healthcare provider, seek preventive services, or access specialized care, all of which contribute to poorer health outcomes (28). Moreover, the fear of deportation due to restrictive policies further deters migrants from seeking healthcare or following healthcare provider recommendations (29, 30).

Migrants are also vulnerable to violent victimization, with limited recourse for seeking help due to their fear of interacting with law enforcement. Common forms of victimization include verbal and physical assault, mistreatment by immigration and law enforcement officers, and racial or linguistic profiling, especially in workplace, healthcare, and immigration-related contexts (28).

Additionally, migrants may face heightened risks for certain health conditions, including HIV, especially among those with prior traumatic experiences or who belong to sexual minority groups. Contributing factors include discrimination, unstable housing, exposure to high-risk sexual partners, and limited access to healthcare services (28). For undocumented women, fear of deportation may lead to remaining in abusive relationships, further compounding health risks, including the potential for HIV transmission (31).



3.4 Mental health considerations

The mental health challenges faced by returning migrants are significant and frequently overlooked. Many migrants experience traumatic events throughout the migration process, including departure, life in foreign countries, and forced return. Prolonged uncertainty, involuntary repatriation, and socioeconomic instability contribute to a higher prevalence of anxiety, depression, and post-traumatic stress disorder (PTSD) among returnees (25). Over 75% of Latin American migrants to the U.S. report experiencing trauma, which includes pre-migration factors such as war, terrorism, political persecution, and natural disasters; migration-related exposures like robbery, kidnapping, rape, extortion, assault, and dehydration; and post-migration factors, including neighborhood and domestic violence (32).

Reintegration into communities of origin is often challenging due to stigma, disrupted social ties, and limited access to mental health services. Addressing these concerns requires a multidisciplinary approach, incorporating culturally competent mental health support, community engagement, and policy frameworks that prioritize psychological wellbeing (25). A relevant example is the López Obrador administration's response to migration, which emphasizes economic and social investment in countries of origin to combat poverty and violence, while also ensuring humanitarian treatment of migrants in Mexico. This approach includes providing an unprecedented number of humanitarian visas to victims or witnesses of serious crimes, unaccompanied minors, and individuals seeking refugee status (33, 34).

Humanitarian visas can also be granted in specific circumstances, such as when individuals face a risk to their health or life, are vulnerable to deportation, or have particular needs (e.g., pregnancy, old age, disability, indigeneity) that make deportation difficult or impossible. In cases of extreme violence or natural disasters, individuals may also be granted humanitarian visas to ensure their safety and wellbeing (34).



3.5 Ethical and policy considerations

Mandatory return migration policies raise significant ethical concerns. The forced repatriation of individuals without adequate support mechanisms exposes them to social marginalization and heightened vulnerability. These policies often undermine fundamental human rights and disproportionately affect already disadvantaged populations (8, 35). Governments have a duty to protect the wellbeing of all individuals within their jurisdiction, including returnees. Policies that fail to account for the health and social needs of returning migrants not only exacerbate individual suffering but also contribute to broader public health crises (36).




4 Discussion

The health consequences of forced return migration under President Donald Trump's immigration policies extend beyond individual migrant experiences, reflecting broader systemic barriers. The deficiencies and variations in reception systems for return migrants, who are at significant risk of vulnerability and exclusion, are a global concern (37). Addressing these challenges necessitates a multidisciplinary, evidence-based approach that prioritizes equity in access to comprehensive healthcare services and social reintegration. Such as integrating public health, social work, and legal services to deliver coordinated care tailored to the complex needs of returnees. For example, joint initiatives between health clinics, legal aid organizations, and local governments can ensure migrants receive medical treatment, housing assistance, and legal documentation support (38).

Migration policies inherently influence public health outcomes and should be designed to protect the wellbeing of returning migrants rather than exacerbate their vulnerabilities. In the absence of proactive, health-focused interventions—such as mobile health units, culturally tailored mental health programs, and preventive screening campaigns—forced return migration will perpetuate existing health disparities, imposing additional burdens on both returnees and their communities of origin (39).

Social work is uniquely positioned to address these challenges, given its focus on intervention in situations of social need and promoting the protection of human rights (37). New policies must prioritize the prevention of health issues among migrants, particularly those stemming from migration as a social determinant of health. This includes expanding eligibility for public healthcare services to undocumented returnees or removing legal barriers to access for essential services (40).

A novel approach is needed to address the health needs of specific migrant populations or individual illnesses—for example, creating community-based health networks that focus on returning women exposed to gender-based violence or designing mental health interventions specifically for unaccompanied minors (41). Traditional administrative frameworks may not effectively meet the needs of an increasingly diverse and globalized population.

Limited access to healthcare, economic instability, and social exclusion pose substantial barriers to reintegration, exacerbating both physical and mental health issues. Governments and international organizations must acknowledge the intrinsic link between migration and health, developing coordinated policies that integrate healthcare support with reintegration programs—such as reintegration case management systems that include psychosocial support, employment placement, and continued medical care post-deportation (27).

Implementing migration policies that center on health and human dignity—such as eliminating detention-based deportation procedures or prioritizing health assessments prior to return— is not only an ethical responsibility but also a global public health imperative, especially in the Global South, where fragile health systems are often ill-equipped to support returning migrants (42).

Sustainable solutions must address both immediate healthcare needs and the long-term social determinants of health. Examples include investing in cross-border healthcare access agreements, establishing returnee health monitoring systems, and supporting livelihood programs that promote economic independence post-return (43). International cooperation is essential to achieving objectives such as those outlined in the Global Compact for Safe, Orderly, and Regular Migration and the Sustainable Development Goals, including universal health coverage (42).



5 Conclusions

Mandatory return migration policies pose significant public health risks, particularly for vulnerable populations facing limited access to healthcare, economic hardship, and social exclusion. These conditions heighten the risk of both physical and mental health issues. Reintegration without adequate support often deepens existing inequalities. Addressing these challenges requires coordinated, equity-driven policies that integrate healthcare, social services, and legal assistance. Policymakers must prioritize the health and dignity of returnees, especially in low-resource settings. Sustainable, rights-based strategies aligned with international frameworks are essential to promote long-term wellbeing and mitigate the public health impact of forced return migration.
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Background: Health equity, particularly in oral health, remains a challenge for socially excluded populations such as migrants. This study investigates the oral health status and associated social determinants of health among adult immigrants residing at the Temporary Stay Center for Immigrants (CETI) in Melilla, Spain.
Methods: A cross-sectional study was conducted in March 2024 involving 128 adult CETI residents. Data collection included standardized oral examinations following WHO guidelines and structured questionnaires assessing sociodemographic variables, health habits, and dental care history. Statistical analyses were performed using SPSS 29.0, with significance set at p < 0.05.
Results: The sample was predominantly Latin American (80.5%) and male (67.2%), with a mean age of 34.85 years. While most participants reported good oral hygiene habits, 67.2% were partially edentulous, and the mean Decayed, Missing, Filled, Teeth (DMFT) index was 9.73—higher than national averages. Only 9.4% used dental prostheses. Significant differences were observed between Latin American and African subgroups regarding age distribution, oral hygiene habits, and access to dental care.
Conclusion: Migrant populations at CETI face substantial oral health challenges and disparities linked to origin, education, and access to care. Ongoing epidemiological monitoring is essential to inform tailored, equity-oriented public health interventions that address the dynamic needs of these populations.
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1 Introduction

One of our main responsibilities as healthcare professionals is to ensure equity in access to healthcare services and treatments aimed at improving patients’ overall health. But what exactly is health equity according to the World Health Organization (WHO)? It is defined as:


“The absence of unfair and avoidable or remediable differences in health among population groups defined socially, economically, demographically or geographically” (1).


As indicated by this definition, key drivers of health equity include social, economic, demographic, and geographic conditions. These factors tend to have a greater impact on disadvantaged groups, highlighting the importance of focusing research efforts on these populations to effectively address and reduce health inequities in comparison to the broader population.

Health inequalities are significantly shaped by what the WHO calls the social determinants of health (SDH). These are non-medical factors that influence health outcomes—broadly encompassing the conditions in which people are born, grow, live, work, and age. These conditions are shaped by the distribution of money, power, and resources at global, national, and local levels, including political systems, social norms, and economic policies. Health follows a social gradient—those with lower socioeconomic status generally experience worse health outcomes (2). Migrant populations are particularly vulnerable, as they are often exposed to multiple risk factors simultaneously.

It is incorrect to assume that social exclusion only occurs in developing countries. Even in high-income nations, there are socially excluded groups. For instance, Harvard University in the United States has implemented social dentistry programs aimed at low-income families, homeless individuals (3, 4), Spanish-speaking minorities (5, 6), and people with disabilities (7). In Spain, similar initiatives are conducted by the Universities of Valencia and Seville, which have developed specific programs for vulnerable populations (8, 9).

Building on this, it is important to recognize that these same social dynamics influence not only general health but also oral health, which is the specific focus of our work. Scientific evidence reveals a strong correlation between social inequalities and poor oral health, making oral health a valuable indicator of how social disadvantages impact overall well-being (2, 8–11).

Moreover, oral health plays a crucial role in daily functioning, nutrition, speech, and self-esteem. It can also serve as a gateway for detecting systemic diseases and chronic conditions. As such, poor oral health reflects and exacerbates broader health inequalities, underlining the need for targeted interventions in disadvantaged communities.

Achieving equity in oral health requires more than knowledge of social inequalities—it also demands an understanding of individuals’ life histories and societal contexts. In the case of migrants, this includes both their country of origin and the host society in which they aim to integrate.

In recent years, numerous preventive social dentistry programs have been developed for marginalized groups, aligned with the WHO’s holistic definition of health as a state of complete biological and psychological well-being influenced by sociocultural determinants (2).

Before implementing preventive actions aimed at immigrants and refugees, it is essential to assess their current health status and determine the level of intervention needed to improve it. With an initial epidemiological survey that would provide a deeper understanding of the target population, not only in terms of objective oral health status but also regarding relevant social, personal, and geographic determinants.

Migration is an increasingly important global issue that is significantly influencing the course of the 21st century. Migrants often face vulnerable and unstable circumstances as they seek improved living conditions in countries with unfamiliar cultures, languages, and social structures—many entering via irregular routes. Consequently, migration presents complex challenges related to personal well-being, humanitarian concerns, and social exclusion (12). The magnitude of this issue is underscored by growing global economic disparities and ongoing conflicts. The emotional and psychological toll of extreme migration experiences has even led to the identification of the so-called “Ulysses Syndrome,” a stress-related condition affecting many migrants (13).

Epidemiological studies serve as the primary source of information on disease distribution, health determinants, and risk factors within populations, and are vital for the design of effective preventive and therapeutic programs (14).

Each migrant population is unique and must be studied accordingly. Individual backgrounds, personal histories, and identified SDH factors (3) should be taken into account. It is crucial to understand how each specific population arrives in the host country, where they come from, what language they speak, their education level, and other contextual elements that affect their physical and psychological health, integration capacity, and access to healthcare systems. Facilitating access to healthcare services is now recognized as one of the most important factors in improving the health of migrant populations (15, 16).

It is also necessary to evaluate the host country’s healthcare system—its strengths, limitations, and ability to integrate marginalized populations—to provide the best possible support to incoming migrants (17–19).

In our case, the immigrant population under study is housed at the Temporary Stay Center for Immigrants (CETI) in the Autonomous City of Melilla, Spain. Unlike other autonomous regions in Spain, Melilla does not conduct regular epidemiological surveys on oral health—an important tool for shaping public health policy. These surveys are key to achieving national oral health goals set by the General Council of Dentists of Spain for (18), as well as global objectives outlined by the WHO (2).

Acknowledging this data gap, we have conducted several epidemiological studies in Melilla—some focused on local health conditions (20) and most targeting the immigrant population at CETI (21–23).

Our ongoing research has revealed that the CETI migrant population is highly dynamic. While it was once composed mainly of sub-Saharan and North African migrants (as one might expect due to Melilla’s geographical location), the current population is predominantly Latin American. These groups differ significantly in language, health habits, and needs. Understanding such shifts requires knowledge of local and national political and migration policies, which we will discuss later in this work. Shifts in migratory flows in recent years, along with the relocation of existing migrant populations to other regions of Spain or Europe, may account for the observed changes in predominant nationalities (24).

This variability underscores the necessity of conducting this cross-sectional epidemiological study, which aims to inform and improve public health interventions tailored to the changing needs of CETI’s population. Well-targeted oral health education programs have been shown to be particularly effective for refugees (16).

The main objective of this study was to assess the oral health status of socially excluded adult immigrants living at the CETI in Melilla, and to provide data that will help policymakers develop informed, effective public health strategies.



2 Materials and methods


2.1 Study design

This study employed a cross-sectional design. Data were collected through a survey administered to 128 adult residents at the Temporary Stay Center for Immigrants (CETI) during the last week of March 2024. The methodology included a standardized oral cavity examination in accordance with World Health Organization (WHO) guidelines. Additionally, a structured questionnaire focusing on oral health was used. This questionnaire is validated by the WHO and included in the manual Oral health surveys: Basic methods (25). Specifically, Annexes 1 and 7 of the manual were utilized as we can see as an Supplementary Table 1.



2.2 Population characteristics


2.2.1 Gender

The study sample included 128 individuals, of whom 86 (67.2%) were men and 42 (32.8%) were women. Despite the numerical difference, the gender differences—even when analyzed by age groups—were not statistically significant. The Chi-square test for gender distribution between the two ethnic groups evaluated also showed no significant difference.



2.2.2 Age

Participants ranged in age from 18 to 66 years, with a mean age of 34.85 years. For statistical purposes, age was grouped into three categories: Young Adult (18–29 years; n = 47, 36.7%), Adult (30–50 years; n = 68, 53.1%), and Older Adult (51–66 years; n = 13, 10.2%).



2.2.3 Origin

Subjects came from diverse countries: Chile (n = 1), Colombia (n = 55), Cuba (n = 1), Honduras (n = 2), Mali (n = 4), Morocco (n = 23), Peru (n = 7), an unspecified country (n = 1), and Venezuela (n = 34). Almost 43% of the sample came from Colombia. To simplify data analysis, they were grouped into two broader categories: Latin Americans (n = 103, 80.5%) and Africans (n = 25, 19.5%).



2.2.4 Educational level

Participants reported a wide variety of previous occupations and education levels. For analysis, they were grouped as follows: Students (n = 13, 10.2%), Elemental Formation (n = 71, 55.5%), Vocational Training (n = 13, 10.2%), and Higher Education (n = 13, 10.2%) (Figure 1).
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FIGURE 1
 Distribution of the sample by educational level.





2.3 Statistical analysis

Quantitative variables were analyzed using the Student’s t-test, while qualitative variables were examined using the Chi-square test. A p-value of less than 0.05 was considered statistically significant. All statistical analyses were performed using SPSS version 29.0 (Statistical Package for Social Sciences, Chicago, IL, USA).



2.4 Ethical considerations of the study

This research involving human participants was conducted in accordance with the ethical standards of the institutional and/or national research committee, and with the 1964 Helsinki Declaration and its later amendments. Ethical approval was obtained from the Odontologia Social Foundation ethics committee (n° 04/24) approved in January 2024.




3 Results


3.1 Habits


3.1.1 Sugar-sweetened beverage consumption

Eighty-five respondents (67.2%) consumed sugary drinks, while 42 (33.6%) did not. Among the 85 consumers, 69 drank one glass per day (80.2%), 7 drank two (8.1%), and 10 drank more than two (11.6%).



3.1.2 Sugary food consumption

Eighty-two participants (64.1%) reported consuming sugary foods. However, this may be underreported due to the regular snack provided at the center.



3.1.3 Toothbrushing frequency

Average of 2.88 times/day. Distribution: never (1.6%), once/day (11.7%), twice/day (36.7%), three times/day (50%). Gingival bleeding: 59.4% reported no bleeding; 40.6% reported bleeding during brushing.



3.1.4 Smoking

26.6% of respondents smoked. Among them, 52.9% smoked <5 cigarettes/day, 14.7% smoked 5–10 cigarretes, and 32.4% smoked >10 cigarretes (Figure 2).
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FIGURE 2
 Smoking habits in the sample.





3.2 Dental visits

Last dental visit distribution: <6 months (28.1%), 6 months–1 year (31.3%), 1–2 years (11.7%), 2–5 years (14.1%), >5 years (8.5%), never (6.3%) (Table 1).


TABLE 1 Reason for last dental visit.


	Reason
	Frequency
	Percentage

 

 	Cannot remember 	12 	9.4%


 	Conservative treatment 	29 	22.7%


 	Orthodontic treatment 	13 	10.2%


 	Periodontal treatment 	4 	3.1%


 	Prosthetic treatment 	5 	3.9%


 	Emergency treatment 	30 	23.4%


 	Preventive treatment 	35 	27.3%




 



3.3 General oral condition

Dentition status: 32.9% fully dentate, 67.2% partially edentulous, 0% completely edentulous.

Use of dental prostheses: Only 9.4% wore partial dentures.

Mean values:


	• Total teeth: 27.84.

	• Healthy teeth: 24.15.

	• Teeth with caries: 3.54.

	• Filled teeth: 3.18.

	• Missing teeth: 3.01.

	• Missing due to caries: 1.57.

	• Non-erupted: 1.14.

	• Sealed: 0.12.



Tooth opacities: 90% had none. Others had diffuse or demarcated opacities, or hypoplasia.

Fluorosis: Absent in 97.7%.

Erosion: 91.4% had none. Minimal cases showed enamel, dentin, or pulp involvement.

Dental trauma: 93% had none. Minor cases of treated or untreated trauma observed.

DMFT Index: Mean value was 9.73 (range: 0–27).



3.4 Cross-tabulation of variables

As previously mentioned, in the analytical phase of the study, variables were cross-tabulated according to their qualitative and/or quantitative nature, and the corresponding statistical analyses were performed. A p-value of < 0.05 was considered statistically significant.

In this context, the chi-square test applied to qualitative variables revealed statistically significant associations between:


	• Nationality and prosthesis-wearing status (p = 0.001).

	• Nationality and smoking habits (p = 0.0042).

	• Nationality and oral hygiene habits (p = 0.002).

	• Gender and smoking habits (p = 0.009).



When comparing origin with age groups, statistically significant differences were observed (Chi-square, p < 0.001). Latin American immigrants tended to be older, with greater representation in the 30–50 and 51–66 age groups, while African immigrants were mostly within the 18–30 age group and had no representation among older adults (see Figure 3).

[image: Bar chart comparing ages across Latin and African populations. Latin population shows a high number in the 30-50 years category, followed by those under 30 and over 50. African population is primarily under 30, with fewer in the 30-50 years group.]

FIGURE 3
 Distribution of the sample by age and place of origin.





4 Discussion

Migration is one of the most defining phenomena of our century. Population movements driven by inequalities between countries—and more recently, by political persecution or armed conflicts—have given rise to groups in extreme need and pockets of poverty and marginalization that receiving countries must manage and address. This study can only be understood within such a current and socially, economically, and culturally significant context as that of migration (12).

If we aim to design effective intervention strategies to improve the overall health—and, specifically, the oral health—of these populations, we must first understand their changing nature. For this reason, ongoing epidemiological studies such as this one are necessary and will continue to be essential. International migration patterns have shifted considerably in recent years, leading to a deeper understanding of the diversity among migrants—previously regarded as a fixed pattern tied to particular ethnic groups (21).

Focusing on our immigrant population at the CETI in Melilla, one of the first striking findings was the origin of the participants. Given the geographical location of the center, it would be expected that most of its users would be of African origin. However, of the 128 individuals surveyed, 103 (80.5%) were Latin American and only 25 (19.5%) were African. To understand this phenomenon, we must consider the history of the CETI, which, since its founding in 1999, has predominantly hosted African migrants.

Traditionally, refugees came from Algeria, Morocco, Mali, Guinea, Cameroon, Nigeria, Chad, Angola, Gabon, the Democratic Republic of the Congo, Niger, Zimbabwe, Ivory Coast, and many other sub-Saharan countries (25). In 2011, the Syrian civil war brought a large influx of Syrian refugees to the center (26). More recently, Latin American migrants have discovered that entering the CETI can help accelerate the bureaucratic process required to obtain residency in Spain. For this reason, many Latin American migrants already residing in the country in irregular situations are now arriving en masse, which explains the large number of Colombian and Venezuelan individuals among those surveyed (27).

The sex and age distributions found in our sample are consistent with the findings of other authors, with a higher proportion of young or middle-aged men and fewer women or older adult individuals (28). However, there was a statistically significant difference (Chi-square, p < 0.05) in the ages of migrants when comparing Latin Americans with Africans: the 30–50 age group was most frequent among Latin Americans, while the 18–29 age group was most frequent among Africans. Notably, there were no individuals over 50 among the African participants. This may be explained by the fact that many Latin Americans already have relatives established in Spain, which means that many respondents may be arriving to reunite with their families. Since almost all African migrants come from sub-Saharan countries, they must cross the entire Sahara Desert under harsh conditions to reach Melilla. This results in a migration composed of young people, which is why there are no individuals over the age of 50 of African origin in our sample (29).

One of the key issues to address is socio-health inclusion. Migration can lead individuals to lose access to even the most basic health care. In many cases, the harsh living conditions they are forced to endure significantly worsen their health status—including oral health—thereby hindering their integration into the host community. Temporary stay centers, such as the CETI, which provide individualized socio-health care, aim to reduce these disparities. As a result, migrants’ integration into receiving communities is improved, and potential rejection on health-related grounds is minimized (21).

With respect to oral health and associated behaviors, the data obtained in this study deviate from those of earlier research (25, 28, 29). Regarding diet, it is clear that sugar consumption is high. As explained in the results section, many participants may not be fully aware of their own consumption, introducing a bias in the survey results. Nonetheless, no significant differences were observed based on origin or gender.

The good oral hygiene reported by the participants is noteworthy, with an average brushing frequency of 2.35 times per day. This differs from previous reports by other authors (28, 30) and may be attributed to the origin of the surveyed populations. When comparing Latin Americans and Africans, statistically significant differences were found (Chi-square, p < 0.001) in favor of Latin Americans, who accounted for 80.9% of those brushing twice daily and 89.1% of those brushing three times daily. Notably, none of the Latin American respondents reported not brushing at all.

Another striking finding is that while 40.6% of participants reported gingival bleeding during brushing, only 3.1% reported having visited a dentist for periodontal treatment, and only 22% had sought restorative treatment. This is noteworthy considering the high prevalence of both pathologies according to the literature (15, 30). Gingival bleeding should be a clear indication for seeking dental care, as it may signal the presence of gingivitis or periodontitis—conditions that, if left untreated, can lead to tooth loss. Such a low rate (3.1%) of periodontal treatment suggests a lack of awareness, limited access, or low prioritization of oral health. The fact that only 22% of individuals had received restorative treatment further implies that many cases of dental caries are likely going untreated, thereby exacerbating long-term oral health issues. These findings may reflect a normalization of oral discomfort and a tendency to seek care only in acute or critical situations, while ignoring symptoms that should prompt preventive or early intervention.

The prevalence of smoking was not particularly high, with only 33% of participants reporting the habit, and among these, 53% smoked fewer than five cigarettes per day. However, there was a statistically significant difference between men and women, with a higher proportion of male smokers (Chi-square, p < 0.01).

Similarly surprising was the level of dental care received: nearly 60% of the surveyed individuals had visited the dentist within the last year, despite their status as migrants. Only 6.3% reported never having visited a dentist, and these were almost entirely of African origin. Differences in the time since the last dental visit were statistically significant between Latin Americans and Africans (Chi-square, p < 0.001), but not between men and women. Perhaps the lack of health awareness in this African population is the cause of this significant difference.

Another point of interest is the discrepancy between the need for prosthetic treatment and actual prosthesis use. Despite good hygiene habits and the relatively high number of teeth retained, 67% of the participants were partially edentulous, while only 9.4% used prosthetic devices.

Other dental health indicators—such as fluorosis, enamel opacities, erosion, or trauma—did not represent significant health problems due to their low prevalence.

The mean DMFT index (Decayed, Missing, and Filled Teeth) was 9.73, with values ranging from 0 to 27. This figure is considerably higher than that reported in the general population of the host country (19, 31). As this index explores the individuals’ history of dental caries, it is evident that the number of caries (treated or untreated) among the immigrant population is significantly higher than that of the host country’s population.

All of these epidemiological data—and those that may be gathered in future studies of immigrant populations—are essential for understanding these constantly evolving groups. They must be analyzed with the aim of reducing the health inequities, particularly in oral health, that these migrant populations face (10). This knowledge should also be complemented by a comprehensive understanding of the host country’s healthcare system and how to facilitate access to it for migrants, thereby promoting better integration and health outcomes (10).



5 Conclusion

This study reveals that the migrant population at the CETI in Melilla faces significant oral health challenges, including high rates of caries, tooth loss, and low use of dental prostheses, with notable differences by geographic origin. Despite generally adequate oral hygiene habits, poor oral health highlights gaps in access to preventive and therapeutic dental services.

Strengths include the use of standardized WHO methods and consideration of social determinants, allowing comprehensive analysis. Limitations involve a small sample size, cross-sectional design, and potential self-report bias. Health programs should focus on equity-based public health interventions, oral health education, improved access to dental care, and tailored treatments. Temporary centers can be key sites for preventive programs to reduce inequalities and support social integration.

Future research should include longitudinal studies to monitor oral health trends and qualitative studies on cultural, economic, and structural barriers. Intersectoral collaboration is essential for effective, sustainable strategies addressing the diverse needs of Melilla’s migrant population.
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Introduction: Immigrants and refugees giving birth in the United States face challenges in receiving high-quality maternity care. The purpose of this study was to understand the experiences of recent refugees from ethnic communities displaced from southern Asia and resettled in the United States.
Materials and methods: The qualitative study used focus group discussions with three refugee communities who have given birth since resettlement in the United States. Using thematic analysis, we applied the concepts of respectful maternity care to identify themes.
Results: Five themes emerged from the analysis: (1) interpersonal caring, (2) flaws in US maternity care are amplified for refugees, (3) multidimensionality effects knowledge, preferences, and expectations, (4) complexity of the US health system combined with unfamiliarity contributes to lack of confidence, and (5) problems with language interpretation.
Discussion: The identified themes can inform specific, actionable policies and programs that improve care for immigrant and refugee communities including investment in nursing care, implementation of multilingual doula care, improvements in language services, and robust childbirth education.
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1 Introduction

Maternal health outcomes in the United States are inexcusably poor and characterized by racial, ethnic, and geographic disparities. Maternal mortality for birthing individuals of color is 2–3 times more likely compared to their white counterparts (1). Racially and ethnically minoritized communities also experience disproportionately high rates of adverse maternal health outcomes (2), including higher rates of preterm birth, mental illness, and maternal mortality compared to native born individuals (3). A study of the social determinants of health by Erikson and Carlson found that birthing individuals who immigrated to the United States were 71% more likely to experience maternal morbidity than their predominantly White non-immigrant, economically-secure, highly-educated counterparts (4). Newcomers to the United States, that is recent refugees and immigrants, are a particularly vulnerable population. Newcomers are affected by intersecting social determinants of health, including economic and political disenfranchisement, as well as racial and ethnic minoritization. Research focused on the perinatal care needs of refugees and immigrants in the United States context is therefore an important component of improving maternal health outcomes in the United States.

Refugees and asylum seekers represent a large portion of the perinatal population in the US with unique challenges engaging with maternity care. In 2022, 23% of the 3.5 million births in the US were to foreign-born women, many of whom are immigrants and refugees (5). Immigrants and refugees experience limited access to perinatal care, stemming from structural, organizational, social, personal, and cultural barriers, which contribute to adverse maternal health outcomes (3). Barriers to receipt of quality care include language, discrimination, and lack of cultural competence (6). Evidence indicates that even in circumstances where complications in pregnancy could be effectively managed, women may hesitate to seek care if they have faced disrespectful treatment in the past, and they may also discourage others from seeking care (3, 7).

Individuals from Myanmar (Burma), represent a large and diverse portion of refugees throughout the world and in our geographic region of the United States (Denver, Colorado). Myanmar is a multi-ethnic country of 55 million people rife with internal conflict since achieving independence as a British colony in 1948. Over a half-century of civil wars in Myanmar has resulted in over 3 million internally displaced people and an estimated 1.4 million externally displaced people counted by the United Nations as refugees (8). An estimated 5,000 people from Myanmar, spread across multiple ethnic groups, have been resettled in metropolitan Denver over a 15-year period. Among those resettled in Denver are people representing multiple ethnic groups–including Rohingya, Karen, and Burmese Gurkhas. Over 80% of resettled peoples in Colorado are between the ages of 18–60; many of whom are young adults of childbearing age (9).

Given the specific risks facing refugee populations and the documented barriers to accessing quality care, there is a critical need to develop targeted interventions that promote respectful maternity care for communities like the Rohingya, Karen, and Burmese after resettlement in the US. Adoption of respectful maternity care (RMC) is proposed as a strategy to improve outcomes across populations, particularly for those experiencing health disparities. Respectful maternity care (RMC) is broadly defined as a philosophical approach to care with resultant skills and behaviors by birth practitioners that are person-centered (10). RMC “emphasizes the fundamental rights of women, newborns, and families, and that promotes equitable access to evidence-based care while recognizing the unique needs and preferences of both women and newborns” (11). Studies support positive associations between receipt of respectful care and clinical outcomes (12, 13). Most recently in the US, the Agency for Healthcare Research and Quality (AHRQ) introduced RMC as a key component of patient safety culture and is actively supporting investigation of RMC (14). Researchers have identified 12 domains of RMC, which include providing information and informed consent, maintaining privacy, and competent personnel (see Table 1 for full list of domains) (7, 10, 11, 14). Researchers studying the experiences of RMC of recent arrivals to the US have identified health care providers’ behaviors inconsistent with RMC. Example behaviors include criticizing patients’ choices regarding family structure and procreation (15). However, there is little known literature about how systems factors, such as routinized policies and procedures, contribute to RMC for newcomers.


TABLE 1 Domains of respectful maternity care (7, 10, 14).


	Domains of respectful maternity care

 

 	Free from harm and mistreatment


 	Maintaining privacy


 	Preserving dignity


 	Prospectively providing information and informed consent


 	Access to family and community support


 	Enhancing the physical environment and resources


 	Providing equitable care


 	Effective communication


 	Respecting choices that strengthen a woman’s capabilities to give birth


 	Competent personnel


 	Effective and efficient clinical care


 	Continuity of care




 

To better understand how system-level factors contribute to RMC for immigrants and refugees, we conducted a qualitative study to (1) explore the birthing experiences of South Asian immigrants and refugees, (2) identify what constitutes RMC for this unique population, and concurrently establish and sustain relationships with communities to inform the entire research process.



2 Materials and methods


2.1 Methodological orientation and theory

This study is the first portion of a larger project that seeks to identify and prioritize interventions that foster RMC among socially vulnerable communities. Employing thematic analysis qualitative research design, this part of the study utilized focus groups to explore participants’ real-world experiences which will subsequently be used to generate actionable insights grounded in both theory and practice (16, 17). In this study we investigated community perceptions of care received during pregnancy and childbirth among refugee communities after arriving in the US acknowledging the power differential between recent arrivals to the US and the health care system and researchers, the project was developed and implemented using principles of community based participatory research (CBPR) (18). CBPR incorporates an emancipatory lens, and by nature is reflexive and interpretative inquiry (19). We applied the following principles of CBPR: (a) community as unit of identity, (b) build on strengths and resources within the community, (c) facilitate collaborative partnerships and power sharing that attend to social inequalities, (d) integrate and achieve balance between research and action, and (e) emphasize problems of local relevance (19–21). Using CBPR, we aim to lay the foundation for generating emancipatory knowledge that identifies by whom, about who, and for what purpose knowledge is generated. Appropriate ethics approval was obtained (COMIRB #23-1459).



2.2 Research team

The team was created as a partnership between researchers and members of a community organization. Team member skills include mental health service delivery, maternity care research, community-based participatory research, and qualitative research methods. The primary researchers identified their positionality; all are practicing clinicians who provide either reproductive or mental health care for refugee populations (three certified nurse-midwives with research degrees and one mental health care provider with a clinical doctorate). All identify as women.

The research team engaged in reflexive examination of their professional and social positions. Professionally, the team brought a perspective on health care delivery as health care providers. Their clinical practice, situated within biomedical institutions yet aligned with principles of holistic care, informed their understanding of care delivery. During the study period, the team provided clinical care to individuals with medical and social risk and acknowledged both the necessity of medical intervention and the complexity of the care environment. They also recognized that overuse of interventions and medical patriarchy largely characterize labor and birth care in the US. The researchers recognized their limited familiarity with the cultural practices and birth-related expectations of South Asian communities. These roles and identities influenced how the team collected and interpreted the data.

Attention was given to relational dynamics between the research team and participant communities during both the interviews and data analysis. Differences in race, ethnicity, education, and social class were recognized as influencing the research relationship. Clinical experiences of the research team suggested that immigrant patients can demonstrate high levels of deference to health care providers, which may also influence interactions within the research setting. The team considered how this dynamic might manifest as compliance or appeasement in research encounters. Hence, the use of a focus group with community based, same-gendered, health navigators-as- language interpreters was selected as a strategy to shift the group power dynamics from answering to the researchers to talking among themselves.

Critical feminist theory served as a theoretical lens informing the study, influencing the researchers’ attention on power, gender, and relational dynamics. At the same time, the researchers acknowledged the value of diverse epistemological perspectives and sources of knowledge beyond this framework. Importantly, data collection occurred during a period of political change (i.e., immigration policy), which was considered relevant to participant narratives. Reflexive engagement continued throughout the analysis and writing process, with attention to shifting assumptions and contextual influences on interpretation.

The community partner organization is a not-for-profit, community-based center that provides mental health services, education, and health care navigation tailored to the needs of Asian refugees and immigrants in an urban community in the Mountain West region of the United States. Two leaders in the center and three community navigators, who are also certified interpreters, participated in the research, including in the design of the research, conduct of focus groups, and member checking of data analysis. The full team met several times prior to conducting the focus groups to determine which language groups and individuals to include in enrollment, how to structure (location, timing, hospitality, etc.) the focus groups, and develop the focus group facilitator guide and key questions, The community navigators were present and engaged with the focus groups and afterward member checked the data analysis. One of the center leaders (G. T.) co-wrote the manuscript.



2.3 Participants and setting

The community where the study was conducted is racially, ethnically, and culturally diverse. An estimated 24% of the childbearing population reports a preferred language other than English or Spanish, with over 40 languages represented, including 20 different Asian languages (22). Common Asian languages included Burmese, Nepalese, Rohingya, and Farsi/Dari. The metropolitan area where the study was conducted has been a primary community for refugee resettlement over the last 40 years and is now home to thousands of people forced to flee Myanmar. Often these individuals from Myanmar spent considerable time living in refugee settlements in bordering Thailand before moving to the US.

Our community partner identified three populations based on spoken language that best represented the child-bearing individuals engaging with services at the community organization’s center. Participants were purposively sampled from Karen-, Karenni-, and Nepali-speaking language communities to maximize representation of current refugee populations in this geographic area. Participants were eligible if they had recent experience receiving maternity care in the United States (within the last 3 years), were born outside of the US, came as a refugee, and identified Karen, Karenni, or Nepali as their first language. Participants were approached by community-based patient navigators and invited to attend the group if they met criteria and had interest in participation. It was not required that study participants receive services from the community organization, therefore it was not known if study participants engaged in the services (e.g., mental health services, language classes) provided by our community partner.



2.4 Data collection procedure

We conducted three focus groups consisting of 5–6 participants, 2 members of the research team, and a language interpreter. All focus groups were conducted in-person at the center of our community partner in a room typically used for staff meetings and education. Co-located childcare and compensation for time and travel were provided for participants. Each session lasted 3-h and included a shared meal from a local restaurant selected by center leaders. Each focus group discussion was dually-moderated: one researcher served as the primary moderator and focused on keeping the discussion moving openly and freely and the second researcher’s role was to ensure that all topics were addressed. Researchers have experience with qualitative research and employed a researcher-as-instrument technique, acknowledging the experience and lens of the researchers as a tool for data collection and analysis (23). A semi-structured interview guide was developed with the community partner and reviewed by interpreters ahead of data collection. The primary questions were developed from the twelve domains of respectful maternity care and aimed at understanding “What behaviors, policies, or practices have you experienced in maternity care in the United States that made you feel respected or disrespected?” and “What can health care providers (nurses, midwives, physicians) do to provide more respectful care for people in your community during pregnancy?” Additional probes solicited information related to each of the domains of respectful maternity care, participants’ friends and family perceptions about maternity care, and examples of potential changes to practice that relate to each domain. Focus groups were facilitated freely, balancing the questions in the interview guide and the topics of highest importance to the participants. The full interview guide is available in the appendix.


2.4.1 Translation and interpretation

Each focus group was held in the primary language of the respective group (Karen, Karenni, Nepali) and interpreted in real-time, after every few sentences, to English by a certified interpreter of the respective language group. While some participants had English language proficiency, not all members did. In addition, it was the desire of the researchers that participants be able to speak freely and easily about their experiences in the language that was shared among them and most familiar. The research team had no language proficiency in Karen, Karenni, or Nepali. Language interpreters were also members of the community and served as community navigators, who connected members of the community to physical and mental health and social resources. Audio was recorded and the English audio auto-transcribed using Zoom®. Each English transcription was cleaned and reviewed for accuracy with the support of the original interpreter to resolve language questions using recorded audio in the primary, non-English language. Then each transcript and audio recording were reviewed and validated by a second certified interpreter for accuracy of the initial interpretation (24). Lastly, pull out quotes were edited for English language grammar, primarily to aid in readability.




2.5 Qualitative analysis

Qualitative data were analyzed thematically. Each transcription was synthesized by the research team in Atlas.ti (web version 25) using an iterative approach (25). Qualitative analysis commenced with the first focus group and was conducted simultaneously with data collection for the subsequent two groups. Initial key themes were incorporated into probes in later focus groups. First, three of the researchers read and immersed themselves in the transcripts and in the ten domains of RMC. Then, two researchers open-coded each transcript and generated initial codes (16). After initial independent coding, the research team refined codes to develop, review, and refine emerging themes. Ultimately, the final themes were defined and named with consideration of the RMC domains. Rigor was maintained by strategies including data immersion, use of multiple reviewers, creating an audit trail, frequent team member meetings for peer debriefing, and ongoing reflexive activities, member checking, and triangulation between three focus groups. The emergence of new themes was monitored across focus groups and found that by the third group, no substantially new themes were identified, suggesting that thematic saturation had been reached.




3 Results

Study participants included 15 individuals, ranging in age from 20 to 37 years old, with children ranging in age from 3 months to 14 years old. All participants gave birth in the US recently, a few participants had also previously given birth outside the US, mostly at a refugee relocation site in south Asia.

Five themes emerged from the analysis: (1) interpersonal caring, (2) flaws in US maternity care are amplified for refugees, (3) multidimensionality effects knowledge, preferences, and expectations, (4) complexity of the US health system combined with unfamiliarity contributes to lack of confidence, and (5) problems with language interpretation.


3.1 Interpersonal caring

Interpersonal caring reflects the verbal and physical expression of relational and emotional aspects of care between a patient and health care provider that recognizes and responds to their needs, either spoken or unspoken (26). Focus group participants expressed valuing this type of caring and stated that most of the individuals they encountered within the health care system (e.g., nurses, midwives, physicians) demonstrated caring. Participants mentioned that staff smiled at them, were kind to them, and used encouraging language.

I remember when I push[ed] (during second stage labor) with my first daughter, I liked the midwife. I liked her words. She said, “you’re a strong woman you can do this!” I became strong all of a sudden. I pushed two to three times, and my baby came out. I felt very weak when she didn’t encourage me. Right after she started to encourage me, maybe my heart became stronger, I pushed harder. — Karen Participant


The participant’s acknowledgement of the importance of verbal encouragement from providers supported her ability to give birth. Her observation indicates that the actions of providers, in this case, verbal encouragement, are important components of receipt of respectful care.

Many participants reported that gentle touch from providers was appreciated, although a few mentioned that providers were too rough with their infant and with themselves when they were in pain, thus perceived as a lack of caring. Participants stated that providers asked explicitly for permission and consent prior to exams, procedures, or treatments. They generally felt their autonomy was maintained and that their privacy was ensured during care. Participants said that during their hospitalization they valued being cared for in an intimate way through the meeting of physical needs. They specifically mentioned that food and hygiene supplies were provided and that nurses helped them to the bathroom postpartum. Participants expressed a desire to be supported with human presence and not being left alone.


…things I like about having a baby here is that they take good care of you like your mom. Close, like your mom is close to you. — Nepali Participant


The participant described receiving care that felt deeply personal and intimate care that echoed the attentiveness one might associate with a mother. The comparison highlights an appreciation for a style of caregiving that goes beyond routine medical attention but rather emphasizes emotional presence, sensitivity, and the anticipation of needs. Such care is not merely about clinical competence but about relationship, where the caregiver is attuned to the patient’s unspoken needs and responds with warmth, reassurance, and support.

This kind of intimacy in care, where needs are met before being voiced, reflects an appreciation of care rooted in human connection. This implies that maternity patients do not only require physical support, but also emotional connection during a time of physical exposure and psychological vulnerability.



3.2 Flaws in US maternity care are amplified for refugees

This theme recognizes the ways in which a flawed maternity care system creates additional challenges for refugee communities. Participants identified several issues with systems of care. These issues, detailed in several sub-themes, are well documented failings with US maternity care across populations but appeared magnified for the refugee community.


3.2.1 Early access to care

For example, participants described significant challenges with being unable to access care in early pregnancy. Many did not learn of their pregnancies until the second trimester, and several had multiple encounters with the health care system in which their pregnancy diagnosis was missed. One patient reported having had surgery and learning soon after that she was pregnant during the surgery.

I think… for me… 14 or 11 weeks is too late. Too late… They say wait until "your… miscarriage period has been passed… There's a high chance of miscarrying before 12 weeks.” If we had been seen from right after 6 or 7 weeks, you have more safety. — Nepali Participant


The participant is expressing the desire for entrance to care in pregnancy is soon after diagnosis of pregnancy rather than late in the first trimester, when the threat of miscarriage is significantly decreased. Like many pregnant patients, they expressed frustration with limited early pregnancy care and desired more face-to-face provider support in early pregnancy, especially when experiencing bleeding or miscarriage symptoms.

Participants similarly reported difficulty knowing when to come to the hospital for labor admission, often feeling uncertain about timing and fearing they might be sent home if they arrived too early. While this uncertainty is common for birthing patients, language barriers, unfamiliarity with the US health care system, limited childbirth education, transportation challenges, and limited social support made it especially challenging for this group.



3.2.2 Communication breakdowns and waiting

Participants expressed dissatisfaction with extended wait times in both outpatient and inpatient settings. In the outpatient setting, they reported delays in getting appointments, long waits in waiting rooms for procedures or labs, and additional time waiting for providers in exam rooms. Inpatient, some felt they were left alone for extended periods without clear communication about their care plan and perceived these delays as reflective of differential treatment based on language, skin color, or refugee status. One participant noted, “[t]hey thought, they can wait, they do not mind waiting” and felt health care staff disregarded participants’ time constraints, such as needing to pick up children or attend other appointments. Poor communication about wait times, often due to language barriers, further exacerbated frustrations. Participants also reported canceled appointments or delayed care when interpreters were unavailable.

They tell you, “Oh, we'll be back in a minute,” and they give you the sign where you can beep if you have some emergency, and you call them sometime you feel thirsty. Sometimes you have to go into the bathroom, and they never come back like somebody will come back in 5, 6 hours like when another shift started, and if you if you call them, they will receive the call, and they say, “Oh, we'll be there shortly.” And then they take half an hour. — Nepali Participant


The participant is describing how consistently poor communication combined with lack of follow through contributes to increasing distrust in the system as a whole. It was not known the circumstances of the providers that led to delays, but it is possible to conceive of precipitating factors leading to delays in care beyond their control and part of the larger systems issues related to inadequate staffing, high volume, or other issues.



3.2.3 Repetition in care

Participants expressed frustration with the repeated questioning during their birth hospitalization, particularly while they were in labor. One participant relayed being asked about pain in labor,

They ask questions like “how are you doing?”… asking me when I have pain. They come in “how are you doing? How’s the pain?” It goes like that. I nod and because then you wait a few hours and then come back. They keep asking that. They [are] not say anything. They just ask, “How you doing? How was the pain?” And it was really painful, how can they help? I hate it when I was in pain, like really pain… Can you lay down? Can you stand up? Can you sit? I was so mad, and they keep me asking. — Karen Participant


The participant reported being asked questions they had already answered prenatally—such as those about food security, home safety, and transportation—and felt disrespected when these were repeated, as if their initial responses had not been heard. They also noted that the Edinburgh Postnatal Depression Scale was administered too frequently and without adequate explanation, leading some to provide inaccurate answers to avoid further questioning. This burden was intensified by the time needed to communicate through an interpreter.



3.2.4 Logistical issues

Lastly, participants discussed practical issues of accessing care. For example, inconvenient or unavailable parking for prenatal visits and labor which is a common challenge in congested medical centers. One participant reported receiving multiple parking tickets, while others reported being late to appointments due to parking difficulties.


[I had a] hard time parking. Yeah. So, like, I mean, I have 2 times ticket. The first one is that when I went in for the delivery, the second was appointments with my-after I have my kid, my baby. So I have like 2 time for ticket for parking. — Karenni Participant


There is a clear mismatch between what people expect from pregnancy care and what is provided. When considering data revealed as part of this theme, it uncovers a current system designed primarily to support a business model, rather than one be responsive to the needs of individuals. Patients desire timely care, ease of access, and effective communication—yet these expectations frequently go unmet. The system appears to be structured to avoid use of time or resources on pregnancies that may result in miscarriage. With the availability of highly sensitive over-the-counter pregnancy tests, many people are aware of their pregnancies as early as 1 week after conception. This gap between early awareness and delayed access to care reveals a systemic failure to align with patients lived experiences and emotional needs during this vulnerable period. These systemic failures contribute to a growing distrust.




3.3 Multidimensionality effects knowledge, preferences, and expectations

This theme refers to the interaction of each participants’ unique combination of lived experiences, personality, and culture that informs their specific desires for pregnancy care. Participants expressed a multidimensionality to their identity—a product of a lifetime of experiences which were complex and overlapping — that contributed to their experiences of care. Some contributors to their individual identities included the culture of their family of origin, the local community, their generation (i.e., Gen Z or Millennials), and/or the experience of being a refugee which often included experiences in a refugee camp and with resettlement in the US. While participants generally had similar culture of family of origin, they each applied this to the context of birthing within the US health system in a unique way. There was often an internal tension for participants in how culture and experience affected preferences.

This internal tension manifested in different ways. For example, participants agreed that within their cultures, there are traditional foods served to women postpartum. For some participants, access to traditional foods was very important, but others preferred American foods like pizza or French fries. However, participants consistently requested hot water for drinking and showers be made available postpartum in keeping with cultural traditions.


[With] my first daughter, my mama brought me rice and a soup. It’s not a normal-people soup. It’s for when you give birth and you have to eat soup. I didn’t like it at all. I ordered a hamburger and pizza. I like that food. I don’t know why. — Karen ParticipantI told her “I don’t want the cold water,” so I asked her for the cold water to be hot water, she said, "Cold water?” “No, I want hot water.” So she said, “Okay,” and went to get the hot water. And also, the shower put out cold water as well. For us after delivery, we want hot water. So, our parents when we get home they warm the water, so we will shower with hot water, not cold water. — Karenni Participant


In relation to the broader purpose of the study, specifically, how the experience of care can inform system-level changes, the data suggest that providers should avoid making assumptions based on a patient’s cultural background alone. It is insufficient, for instance, to say in a clinical handoff report, “This patient is from Nepal, therefore you should not offer her the hospital menu,” or to automatically omit ice when filling her water jug. The findings indicate that many care decisions were driven by individual preferences rather than cultural consensus or dominant U.S. birthing norms about what patients “should” or “should not” do during labor. For example, while many participants opted for epidural analgesia, particularly during their first labor, others preferred unmedicated births. Similarly, although most participants expressed a strong preference for in-person antepartum and postpartum visits, some valued the flexibility and convenience of telehealth options. These variations emphasize the importance of person-centered care that respects individual preferences rather than relying on generalized cultural assumptions.



3.4 Complexity of the US health system combined with unfamiliarity contributes to lack of confidence

This theme reflects the disconnect between traditional health beliefs and the complexity of the biomedically-oriented, medical-technical model of care in the US. The biomedical model relies heavily on the use of technology and standardization of practices that aren’t common across the world. This is particularly evident in a shift away from physiologic labor and increased use of labor induction and increasingly non-existent community based childbirth education programs. Participants recounted stories about their maternity care that reflected a limited information with pregnancy, birth, and newborn care in the US health system that led to communication breakdowns and limited confidence in the care they received.

In addition to a lack of familiarity with the US health system, participants noted health care providers not identifying their lack of familiarity. This resulted in participants not feeling confident to make requests about their care. An example was a participant recounting care after a cesarean birth when a nurse brought her cold water, not hot water as is customary in the participant’s culture, and the patient not initially asking for hot water.

And after she had that surgery, she's so thirsty because her blood came out a lot… and she's asking for water and nurse gave her cold water. She didn't know it herself at that time so, and when the water came she drank it. She’s still thirsty. The nurse went to get the cold water again for her… So, after that she fainted… she slept a couple of days. Then she wake up in 2 days and she noticed that they give her cold water. And then after that she asked for hot water instead. —Karenni participant


The participant is conveying a mental association between consumption of cold water (as opposed to hot water) after birth and suboptimal outcomes (in this case the clinical effects of blood loss after birth). The necessity of only hot water consumption was a commonly held cultural belief in their community. Similarly, the research team understood that the participant’s feeling thirst was a symptom resulting from a postpartum hemorrhage, and it was appropriate to give a patient recovering from a postpartum hemorrhage additional oral fluids. However, the healthcare providers nor the research team (who are also clinicians) made the connection between temperature of the oral fluids and the patient’s desired response to oral fluid administration. The lack of the healthcare team’s understanding of cultural expectations of oral fluid temperate contributed to the participant’s reduced confidence, even if no such association exists. Similarly, several participants across focus groups talked about feeling like the hospital staff had not kept their babies warm enough because they did not use enough blankets. They ascribed adverse sequalae to infants not being covered, as described in the following two quotes:

The midwife delivered the kid, and they did not cover the baby fast. Since they took so long, that’s why three of her kids also have yellow skin as well. They also put the kid under the light. The blue light. So, she felt like they were not helping in the lights (need more light and warmth). So, her kid’s skin is so yellow, so she feels like they need to put more light on it. —Karenni participant
… the way she delivered the baby, the baby was healthy, and everything's good. But in after like 8 hours, my baby's skin became yellow, and she also had a little bit of a runny nose. So, I feel like because of what they did-they took so long to cover her with the blanket. —Karenni participant


These statements revealed the limited exposure of healthcare recipients to the technical environments of healthcare in the US and the healthcare teams limited knowledge of cultural expectations in pregnancy and birth care (e.g., keeping the baby covered with a blanket, even under radiant heat). It would be unrealistic to expect that healthcare consumers would have knowledge or familiarity with highly technical equipment, like radiant heat warmers, or the use of phototherapy to treat hyperbilirubinemia. Yet, more knowledge of these treatments could have increased confidence in the care they were receiving. The stories about blanket use suggested that information about suffocation risks may not have been clearly communicated. Patients also described challenges understanding education provided by the health care team because they could not understand the rationale on infant care. The following quote describes a participant’s experience with lactation teaching:

We go to see our baby doctor, but when I give my daughter the nipple she [doctor] says it’s not right, “when you give your daughter the nipple you have to put the whole thing.” I told my husband “I can’t do that!” Because in our country ladies do not do it like that [lots of laughter]. It’s different. It’s not easy here. You have to hold the baby like that [gestures holding a baby to the side instead of upright]. I don’t know. It’s not right [more laughter]. I’m about to cry. I can’t do it like that. I’m so tired! —Karen


This quote, when considered alongside similar accounts, highlights a persistent disconnect between cultural expectations and the biomedical model of care delivery. If unaddressed, this gap can contribute to poorer health outcomes, increased morbidity, and diminished trust in the health system. While providers may emphasize the urgency of medical decisions, the use of coercive language—such as “if you do not consent, something bad will happen”—is inappropriate and can further erode patient trust. Instead, there is a critical need for tools and competencies that facilitate shared decision-making and bridge cultural and biomedical perspectives.



3.5 Problems with language interpretation

This theme highlights the challenges participants faced when accessing accurate and timely interpretation services during their maternity care. Participants in the focus group relied heavily on language interpretation to navigate the health system and communicate with individual members of the health care team. Limitations of interpretation were identified frequently. Participants reported having access mostly to telephone interpretation with occasional in-person interpretation for outpatient visits. A few participants stated that if they had a close family member who spoke English with them, they preferred to have that person interpret for them because they knew that person had their best interest in mind.

Like something where my midwife, or a doctor, says something to me if I do not understand my husband translates for me. Because my husband and me, we are so close. Sometimes the interpreter is confusing. — Karen Participant.


The participant is describing the desire for interpretation from a family member over a service, particularly when they possess some, though limited, English proficiency. And while language interpretation was generally widely available, participants described several instances when an interpreter was not available. One participant said she had a prenatal visit rescheduled after she had already arrived at the clinic because the interpreter was not available. Other participants described not having an interpreter available during their births when they occurred at night.

Sometimes they have a hard time getting an interpreter for her, so they just communicated in sign language. — Karenni Participant.


Participants reported that interpreters often added comments to their interpretation which made them question the accuracy of the interpretation. Participants shared a few stories of egregious behavior by interpreters, particularly when the interpreter was male. Participants reported being told not to ask specific questions of the health care provider, that the provider had already answered the question, or that the health care provider was not interested in the information the participant wanted to share with the health care provider. Participants reported that they shared the names of individual interpreters who repeatedly provided disrespectful service in their community and avoided them when possible. However, as patients, the participants had little control over initiating, terminating, or switching interpreters. They also shared that even when the interpreter was using a common first language, there were dialect shifts among immigrants to the US that limited the interpreter’s ability to fully understand, especially if the interpreter was not located in the US.

When he interpreted in-person, he wouldn’t let me ask questions to the doctor. When I asked or tried to ask questions, he became impatient and mean. — Karen Participant referencing dilemmas with a male interpreterPain was so difficult, and all the interpreter was, keep repeating, “What are you saying? What are you saying?” And she was like super mad, and she was saying, “Don't you hear what I'm saying?” I can understand English, although I don't know how to reply back, but when you're with a phone interpreter, they add stuff in the middle-what you are not saying. They just add it, and whatever stuff. — Nepali participant


These quotes illustrate some of the more concerning limitations of interpreter services, particularly when interpreters are based in regions where cultural expectations around gender, autonomy, and self-determination differ significantly from those in the US.




4 Discussion

Our study identified both positive and negative experiences among Southern Asian immigrant and refugee individuals who received pregnancy and birth care in the United States. While participants generally felt cared for by health care providers—including nurses, midwives, and physicians—they also reported significant challenges, particularly related to language barriers that adversely impacted their care. These barriers exacerbated systemic issues already present in the broader U. S. maternity care landscape. A lack of familiarity with the US health care system contributed to reduced confidence in both the care team and participants’ own ability to engage in health-related decision-making. The diversity of participant experiences reflected the multidimensional nature of identity, expectations, and needs, revealing system-level gaps in culturally informed communication, trust-building, and explanatory practices. These findings underscore the need for system-level interventions—such as revised policies, protocols, and training programs—that prioritize and preserve respectful, person-centered care.

Among the prior studies conducted on refugee health care, a systematic review by Bradenberger and colleagues describes the “3C model,” which identifies three interrelated, primary challenges for immigrants navigating health systems in high-income countries; confidence, communication, and continuity of care (27). In this study, we found agreement with the body of literature informing the “3C model.” In addition, we propose inclusion of a fourth relevant concept– caring. Caring, conceptualized as a relationship between caregiver and patient that is grounded in compassion, dignity, love, attention, and authentic presence, is a central tenet of respectful maternity and nursing care (26). This study identified interpersonal care as the most influential factor shaping patients’ perceptions of respectful treatment during labor and birth. These values are expressed through providers’ actions: addressing physical and emotional needs, sharing information through teaching, and offering a presence that fosters emotional expression (26). Caring manifested in both practical tasks, such as assisting with mobility, and more intangible forms, such as providing calm, supportive companionship. During labor, when individuals may be unable to advocate for themselves, the presence of someone attuned to their needs is especially important. This type of intimate, responsive care is often lacking in the dominant medical-technical model of U. S. maternity care, which prioritizes efficiency and risk reduction over relational aspects of care. As a result, the nurturing, mother-like support described by participants is frequently undervalued or absent, contributing to feelings of neglect or disrespect during a time of heightened vulnerability. For hospitals to embrace caring in this sense, they must prioritize and invest in high-quality nursing care. In the United States, where most births occur in hospitals and there is a persistent shortage or notable absence of midwives and obstetricians, nurses play a vital role. Small actions, such as how a patient is addressed or touched, carry deep meaning in the context of childbirth. Recognizing and supporting these elements is essential to achieving respectful, person-centered maternity care.

Second, specific patterns or preferences for care based on cultural preference across communities were not identified. Rather, the data affirmed the importance of approaches to care that acknowledge the uniqueness of each individual and consider the impact of culture and life experiences on patients’ preferences and expectations. Health care provider training often emphasizes the delivery of “culturally competent” care. While the underlying intent is important, implementation frequently centers on avoiding the imposition of the provider’s own cultural framework, rather than actively engaging with the diverse values and needs of patients. This finding highlights the critical importance of person-centered care—approaches that recognize everyone as a unique person with distinct beliefs, preferences, and expectations for care. Effective perinatal care does not mean offering all patients the same things, but tailoring care to their expressed needs (28). A study on experiences with perinatal care in California presented findings affirming that recent immigrants and women of color are less likely to report receipt of person-centered care (29). Individualized, person-centered care requires health care providers to first ask, then listen, understand, and attend to each person’s values and needs, allowing for the adaptation of care to best meet them.

Study participants expressed expectations for care that reflected their evolving identities as individuals living in the US, often referencing rights-based frameworks and asserting, “We live here now,” or “This is what it is like here.” These statements emphasized a shift toward expecting autonomy and respectful treatment consistent with US norms. At the same time, participants highlighted interpreters’ limited capacity to navigate the high-intensity and gendered environment of labor and birth—limitations that were sometimes, though not always, related to the interpreter’s gender. The data suggest that interpreters who are women and who possess familiarity with both US cultural norms and those of the country of origin may be uniquely positioned to bridge both worlds and provide more effective, culturally responsive interpretation during childbirth.

The data supported that language interpretation is multi-dimensional and involves more than exclusively verbal translation. Gaps in interpretation services were particularly evident during labor and birth, which are often hectic environments with shouting, crying, multiple people talking at the same time providing various instructions, and simultaneous verbal and non-verbal communication. Although US government standards for language interpretation emphasize accuracy and reliability (30), our findings revealed shortcomings in interpreters’ awareness of the clinical context (e.g., a birth suite, activity in the room, equipment, people) and in their ability to communicate patient needs in that environment (31–33). Participants dissatisfaction with interpretation services was evident in their expressed desire to have family fill that role, especially when intimacy and proximity were useful for communicating needs, particularly nonverbal (e.g., facial expressions or gestures). Gender differences also appeared to contribute to interpretation difficulties, such as when a male translator was communicating about vaginal and cervical exams. Illustrations from the data included translator lack of familiarity with female-specific care (e.g., “he does not say the right thing”) and gender-related cultural implications (e.g., being told by a male translator in their home country, where women are less empowered, that they were asking too many questions).

Participants described how family members, despite limited English proficiency or lack of medical vocabulary, were able to meet interpretation needs in ways professional services often did not. Participants acknowledge that family members may not be equipped to interpret important clinical content, like informed consent, yet they valued their presence for conveying emotional needs and avoiding the burden of verbalizing every request through an intermediary. This preference, while at odds with prevailing best practices, evidence, and polices for interpretation, was strongly expressed (34, 35). In obstetrics, literature focuses on interpretation of information communicated by the provider to the patient (36, 37). However, there is minimal published data available that conveyed similar information to what was learned in this study-the voice of those giving birth and their explanations for preference of family members to interpret during labor and birth. The results of our study offer a perspective on use of family members for interpretation that requires further examination.

Lastly, our findings are consistent with previous studies based on the experiences of women of color in pregnancy and birth, citing lack of information or incomplete information leading to feeling less cared for or respected during the perinatal period (38). Limited or incomplete information about pregnancy and childbirth and care delivered by the health system (particularly related to technology and equipment) is a factor that limits decision making and reduces confidence in navigating health care. Education may also help bridge the gap between cultural traditions and the biomedical model, or at a minimum, equip individuals with tools for effective self-advocacy in meeting cultural expectations from care providers. This is particularly salient when cultural expectations bring added benefit, such as increasing trust and confidence. Many of the barriers identified—such as limited health system literacy and delayed access to prenatal care—are not unique to immigrant populations but are intensified by language barriers and unfamiliarity with the U. S. health system. These structural limitations inhibit self-advocacy and autonomy in health care decision-making (39, 40).


4.1 Recommendations

Based on the results of this study, the next step will be to identify system-level interventions that improve birth experiences for refugee communities. We identified preliminary recommendations based on these findings. First, person-centered maternity care system requires implementing evidence-based practices, discontinuing ineffective ones, and incorporating culturally meaningful care. Doula care has emerged as a promising intervention, yet participants reported no prior engagement and expressed uncertainty about involving non-family community members. Doulas can serve dual roles, offering labor-specific language interpretation and emotional support, with evidence showing improved outcomes and communication across clinical, environmental, and interpersonal domains (41–43). Integration of a dual interpreter and support model has shown early success (44–46), barriers remain regarding reimbursement and the clinical role of non-licensed doulas, though recent Medicaid expansions may offer solutions (47). Our data also indicate that doula care may not require language and cultural concordance to be effective as the doula may explain the health care environment and practices to be more understandable to the family even through use of a third party interpreter. Additional research is needed to determine the features most associated with improved outcomes and satisfaction for the newcomer population.

Secondly, broader system reforms are also necessary, including eliminating wait times and fragmented services, improving language access with gender-aligned, in-person interpreters familiar with childbirth (48), and investing in high-quality nursing care. To implement these recommendations requires systems and processes of care that promote quality patient-provider interactions. Staffing models that enable continuous bedside presence, such as 1:1 nurse-to-patient ratios during active labor can enhance relational care and reduce nurse burnout (49). Building relationships between patients and providers during prenatal care can be accomplished more effectively through implementing continuity of care models (50), thus decreasing the need for patients repeatedly communicate their values and preferences. Finally, community-based childbirth education and group prenatal care can bridge cultural and biomedical knowledge, strengthen preparedness and support, and serve as critical entry points for immigrant and refugee families (51).



4.2 Strengths and limitations

As contextually situated qualitative researchers, we found a tension between participant’s belief systems, cultural traditions, health education, and the biomedical model that we were not always able to differentiate. For example, a few participants mentioned that providers left their babies naked and uncovered for a prolonged period which they attributed to later development of hyperbilirubinemia. Maintaining infant core temperature is medically important, however this was likely achieved in these scenarios with a radiant warmer and low temperature is not associated with development of hyperbilirubinemia. Participants did not possess information about radiant warmers and maintenance of body temperature, and therefore it was unclear to us whether use of blankets for an infant is related to a belief system, a cultural practice, or knowledge about physiology and information about use of medical technology to support infant temperature, thus a reflection of disconnects between traditional health beliefs and biomedical models of care.

A major contextual limitation of this study is sampling from a single service area. Based on the communities where data collection took place, participants are likely reporting their experiences with care in just 2 clinical sites. Providers who deliver care in these sites are familiar with providing care to these communities, as it has been a major site for refugee resettlement for the last 15 years. Therefore, the care experiences of these communities in a service area with a significantly greater experience in delivering refugee care may differ greatly than the experiences of communities in the US without refugee-dense populations. Second, interpretation between languages is a limitation that may have limited the researchers complete understanding of data and participant meaning. Further, the sample size was relatively small from just three language groups. While thematic saturation was met in this sample, other communities and individuals may have different experiences not captured in the data. Lastly, the community is served largely by midwifery-led models of care, with the largest concentration of midwifery care in the state (40% and higher midwife-attended birth). Because midwifery care is not accessible in large parts of the country, the study may refer to experiences with providers that are less common.

The study benefitted from a robust amount of data from three different immigrant communities. Additionally, participants were able to share their experiences in their preferred language, and interpreters were experienced with health care and cultural translation between the community and the researchers. Further, this study was strengthened by a community based participatory research approach with active engagement of the community in developing the research questions and methods. The use of the RMC framework to guide the interviews and analysis supported methodological rigor, contextualizing the researcher in a larger discussion about maternity care globally. Further, it supported deeper interpretation of the data by connecting the individual experiences of participants to broader patterns.




5 Conclusion

This study explored the pregnancy and birth care experiences of Southern Asian immigrant and refugee communities in the U. S., revealing both strengths and critical system-level shortcomings. Participants generally felt cared for by providers, yet faced substantial language barriers, limited familiarity with the U. S. health system, and challenges with communication that undermined confidence and self-advocacy. These findings reinforce and expand upon the “3C” model—confidence, communication, and continuity—by proposing a fourth concept: caring. Respectful care was most often conveyed through interpersonal actions, underscoring the need for health systems to invest in high-quality, relationship-centered nursing care. Key recommendations include improving interpretation services to be more context-and person-aware, integrating culturally and linguistically concordant doulas, enhancing access and system navigation, promoting continuity of care, and reinvesting in community-based childbirth education. Collectively, these interventions support a more person-centered approach to perinatal care that recognizes individual preferences, cultural contexts, and the value of human presence during birth.

There is a strong need, and desire among many, to improve the quality of maternity care delivered in the United States. Using the domains of RMC, we were able to identify themes that can inform actionable recommendations to improve care. Immigrants and refugees to the US are an increasingly larger community who engage now and will continue to be participants in the maternity care system. This study offers insights into their experiences that can be transformed into meaningful interventions for care providers.
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Introduction: The question of whether international migrants appear to be in better health than the locals, and whether this “healthy immigrant effect” declines over time is a highly relevant one, especially with regards to mental health. Based on a community-based survey conducted in Santiago, Chile, this study compares the mental health outcomes of international migrants versus local populations and examines differences within the international migrant group of respondents.
Methods: Observational cross-sectional study. Data was collected with international migrants and Chilean participants in 2021–2022 through a structured questionnaire. The study examined self-reported stress and mood disorders in relation to demographic, socioeconomic, health, and migration-related factors. Descriptive analyses were conducted for all variables overall and stratified by perceived stress, mood disorders, and migration status. Associations were assessed using Chi-square or Fisher’s exact tests, with Cramer’s V used to evaluate effect size. Multiple imputation (m = 5) addressed missing data using the mice package in R, followed by generalised logistic regression models fitted across imputed datasets and combined using Rubin’s rules; stepwise selection based on AIC was used for variable reduction, and models were run for the full sample and separately for the migrant population.
Results: The sample included 1,656 international migrants and 1,664 locals. Being a migrant was negatively associated with reporting stress and mood disorders in all analyses. Among migrants, the main risk factors for stress were perceiving a high number of migrants in the neighbourhood and having experienced abuse as a migrant and for mood disorders the main risk factor was reporting having experienced abuse as a migrant as well as a longer stay in Chile.
Discussion: We found a healthy immigrant effect for mental health among international migrants in Chile, which declined over time in the case of mood disorders. Chilean participants reported very high levels of mental health issues, consistent with existing studies. However, results for international migrants highlight both risk and protective factors linked to migration processes, which are unique to them, warranting a specific approach to their mental health needs.
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1 Introduction

The latest estimate sets the population of international migrants worldwide at 281 million, twice the number it was 1990 (1). The effect of international migration on the health of international migrants is a topic of growing interest, especially with regards to mental health. Migration is recognised as a social determinant of mental health, as it involves processes that interact with other social determinants of health and may amplify existing inequities (2). However, there is inconsistent evidence on whether migration has a positive or negative influence on mental health outcomes, considering that some studies find that international migrants show a higher prevalence of a variety of mental health issues than their local counterparts, while others do not (3–5).

The healthy immigrant effect is a phenomenon where immigrants are generally healthier than native-born populations in their host countries, which may be explained by positive self-selection and cultural buffering (6, 7). This effect has been observed in various countries, but it is not universal (8, 9). Furthermore, the evidence shows that immigrants’ health advantage tends to diminish over time as they might adopt some of the host country unhealthy behaviours (6, 10). With regards specifically to mental health, some studies support the existence of a health immigrant effect as well (11–13). For instance, there are studies showing a mental health advantage among migrants compared to locals, particularly among migrants from countries of origin that are less developed than the country of arrival, and among migrants belonging to ethnic minorities (11, 12, 14).

However, international migrants’ mental health “advantage” may not apply universally across all immigrant groups and can vary by factors such as country of origin and ethnic minority status (4, 15). Notably, some research finds no significant differences between immigrants and native-born individuals, especially for those from English-speaking backgrounds (16). Furthermore, several studies suggest that immigrants’ mental health tends to decline over time (3, 12, 17). Additionally, barriers to mental health care access, including cultural and economic factors, contribute to the underutilization of services by immigrants, and thus, possibly, underdiagnoses and underreporting of mental health issues (18, 19). Despite a potential health immigrant effect, the mental health of international migrants is a cause for concern, as they face a higher likelihood of experiencing adverse situations and stressors that could deteriorate their mental health, such as discrimination, trauma, and social isolation (2). While mental health issues can be developed due to biological preconditions, several socially determined factors influence mental health outcomes, including socioeconomic status, family dynamics, social support, and acculturative stress (13, 20). In this context, migrants may particularly be at risk, especially when facing dangerous migratory trajectories, which can lead to experiencing symptoms of post-traumatic stress disorder, anxiety, and depression (21).

Chile is a high-income country according to the World Bank (22), although it is highly unequal, with 50% of the population earning less than USD600 a month and 16.9% of the total population experiencing multidimensional poverty (23, 24). Regarding mental health indicators, a study conducted in 2019 by the Pan American Health Organisation (PAHO) showed that Chile was among the countries with the worst mental health outcomes in the Americas, as mental health disorders accounted for 2,079.29 Disability-Adjusted Life Years and 2,073.44 Years Lived with Disability per 100.000 population (25). Although some progress has been made to address mental health at the healthcare system level, such as including several mental disorders as part of priority health issues for funding, allowing for easier access to treatment, mental health remains largely insufficiently addressed (26).

Regarding international migration, Chile has experienced a rapid increase in its migrant population. While in 2014, 410,988 international migrants lived in the country, 1,306,859 did in 2018, and the current estimate indicates that 1,918,583 international migrants currently live in Chile, representing almost 10% of the total population (27, 28). The composition of immigration flows also changed, with migrants from Venezuela replacing migrants from Peru as the largest community in Chile from 2018 onwards (29). Most international migrants in Chile are currently from these two countries, followed by Colombian, Haitian, and Bolivian nationals. Although international migrants in Chile are a highly diverse population group, they tend to experience worse socioeconomic conditions than their local counterpart as a whole, and 29.6% experience multidimensional poverty, almost twice as much as the Chilean population (30). Additionally, during the COVID-19 pandemic, an increasing number experienced highly precarious migratory trajectories that included entering the country through non authorised crossing paths by foot and facing the near-impossibility of regularising their migratory status as a result (31).

There are some studies comparing the mental health of international migrants with the locals’ in Chile, and the earliest, conducted in 2007–2008 with migrants mostly from Peru showed a lower prevalence of common mental disorders than among Chileans (32). Another more recent study focused on anxiety and depressive symptoms among Colombian migrants and Chilean nationals also found a higher prevalence of mental health issues among the local population (33). A third study conducted with Peruvian migrants and locals in Chile also found a higher prevalence of common mental disorders among the latter than the former (34). However, other studies highlighted that specific factors could affect the mental health of migrant populations in the country, such as acculturative stress, challenging migratory trajectories, including dangerous conditions of transit to Chile, difficulties to regularise their migratory status, and socioeconomic conditions (35–38). Additionally, these factors may have been exacerbated during the COVID-19 pandemic (39).

In this context, based on a unique community-based survey conducted in the capital city of Santiago, this study first compares the mental health outcomes of international migrants versus local populations and then examines differences within the international migrant group of respondents. The research questions guiding this study are the following: Is there a healthy immigrant effect for mental health among international migrants in Chile? What are the risk and protective factors for mental health among international migrants in Chile?



2 Materials and methods


2.1 Study design

Observational cross-sectional study, part of the larger research project “Living and health trajectories of international migrants to Chile: how do they compare to the locals and what are their related costs to the healthcare system?” (Fondecyt Regular 1201461 ANID Chile). The main objective of the overall research project is to analyse the trajectories of international migrants to Chile, including living standards, access to and use of healthcare, health status, costs, and consequences of including them to the healthcare system, and compare them to the trajectories of the Chileans over time. The data presented in this article was collected as part of sub study 2 of the project, which is a community-based longitudinal survey of two measures (baseline and follow-up after 1 year). We used the baseline data to conduct this sub analysis focused only on mental health.



2.2 Setting and data collection

The study was conducted in three neighbourhoods located in the South-East sector of the capital city of Santiago, Chile: La Pintana, La Granja, and San Ramón, between January 2021 and October 2022. These three neighbourhoods are classified as highly socioeconomically vulnerable, with La Pintana being located at the top of the ranking by social priority index among neighbourhoods of the Metropolitan Region of Santiago, with a score of 88.03, compared to 3.84 for the least socioeconomically vulnerable neighbourhood (40). San Ramón ranked fourth with a score of 82.75 and La Granja ranked thirteenth with a score of 73.89. The neighbourhoods are contiguous and have a total of 391,995 inhabitants (4.6% of the Metropolitan Region) (41). With regards to the international migrant population in the area of interest, data from the Department of Migration of Chile indicates that a little over 1 million migrants live in Santiago (56.8% of the total population of migrants in Chile), and the evidence available estimates that less than 10.000 international migrants live in each of the neighbourhood of interest (42–44). However, the area has welcomed an increasing number of international migrants in the past 10 years. These three neighbourhoods were selected for the study due to their socioeconomic characteristics and the selection was facilitated by an existing partnership with the local public hospital, who expressed interest in the study and the unique data that would be collected.

The data collection instrument was designed based on questions from the 2017 version of the National Socioeconomic Characterisation Survey (Encuesta de Caracterización Socioeconómica Nacional, CASEN), the 2017 National Health Survey (Encuesta Nacional de Salud, ENS) and other scales validated for migrant populations (45–48). The survey consisted of questions on socio-demographic characteristics, health, use and perception of the healthcare system, income, out-of-pocket expenses, and psychosocial aspects for both populations. In addition, questions on the migration process were asked to the international population.

The survey was about 50-min long and administered through a telephone call or on-site interview in Spanish or Haitian Creole with a trained research assistant, in order to ensure accuracy of data and inclusion of participants with a low level of digital and health literacy. The data is safely stored on the RedCap platform to ensure anonymity and confidentiality.



2.3 Participants

The selection criteria for participants were the following: (i) be over 18 years old, (ii) reside in La Pintana, La Granja, or San Ramón (iii) speak Spanish or Creole.

The survey was conducted during the COVID-19 pandemic, which involved two major challenges for participant recruitment: mobility restrictions preventing on-site recruitment and surveying and the need to protect the health of the team and the participants. Furthermore, the international migrant population can be considered “hard-to-reach,” as it can be challenging to involve migrants in health research due to exclusion, marginalisation, and fear of deportation (49). The study included any type of migrant, regardless of their migratory status, based on self-report. In the case of Chilean population considered for this study, barriers to participation were also observed, such as mistrust due to experiences of being scammed being fairly common and lack of time to respond.

Considering these barriers, the research team had to implement a series of remote and onsite (once permitted) recruitment strategies: (1) an invitation to participate in the survey was shared through the social media accounts of municipal institutions, (2) onsite recruitment was conducted in vaccination centres, primary healthcare centres, the waiting room of a hospital, and municipal community centres, (3) onsite recruitment was also conducted in community soup kitchens, street markets and around metro stations and supermarkets. Furthermore, in addition to these strategies aimed at both population groups, the following strategies were used to recruit international migrants: (1) recruiters participated in events organised by migrant-led or pro-migrant organisations, (2) the social worker of the local hospital shared the invitation among her migrant patients. Finally, the snowball technique was implemented throughout the study with both populations.



2.4 Variables

The dependent variables were the following:

Stress: This variable was constructed from the question “how often have you felt stressed (irritable, full of anxiety or unable to sleep) during the last year due to situations at home or at work?,” with the following response options: 0 Never felt stress, 1 Sometimes felt stressed at home or at work, 2 Several times felt stressed at home or at work and 3 Permanently felt stressed at home or at work. We recoded as a dichotomous variable: “Stressed,” for those who responded feeling stressed several times or permanently, and “Not stressed” for those who reported never or sometimes feeling stressed.

Mood disorders: The variable was constructed from the question “Do you have any of the following chronic illnesses (have you ever been diagnosed by a doctor or taken medication for any of these conditions?), specifically mood disorders (depression, anxiety or other)?,” with the response options Yes, No. The question is focused on self-report based on having been diagnosed and/or treated for a mood disorder, including but not limited to the ones mentioned in the question.

The independent variables were the following:

Demographic characteristics: sex (man, woman), age (continuous and by age group 13–18 years old, 19–29 years old, 30–59 years old, 60 years old and over), and marital status (single married or co-habiting partner, divorced or separated, widowed).

Socio-economic characteristics: educational level (none or below basic, completed basic education (with or without incomplete secondary education), completed secondary education (with or without incomplete higher education), completed higher education), employment (employed, unemployed, housewife, student or infant), monthly net income (0$, 0$–250.000$, 250.000$–500.000$, 500.000$–1.000.000$, 1.000.000$ or more), and cash benefits during the COVID-19 pandemic (yes, no).

Housing and surroundings: tenure of the housing (owner, renter, rented room, other), littering or infestation in the surroundings (yes, no), overcrowding (with, without), visual or acoustic pollution (yes, no), safety (safe, unsafe), and proximity to essential services like pharmacies or supermarkets (yes, no), proximity to a healthcare centre (yes, no).

Access to healthcare: health insurance (none, public, private, other or military system, does not know) and barriers to access (yes, no).

Health status and healthy lifestyles: alcohol intake (does not drink, drinks less than an average of 2 units a day, drinks more than an average of 2 units a day), physical activity (yes, no), self-reported obesity (yes, no), morbidity (none, treated, untreated), family history of mood disorders (yes, no).

Psychosocial factors: perceived importance (“No one cares about what happens to me”- strongly agrees, moderately agrees, moderately disagrees, strongly disagrees) and trust (“It is safer to trust no one”—strongly agrees, moderately agrees, moderately disagrees, strongly disagrees), perceived discrimination (yes, no), having a close friend or group.

Migration (only for international migrants): country of origin (Peru, Colombia, Venezuela, Haiti, other), time spent in Chile (number of years), refugee or asylum seeker status (yes, no), perceived number of international migrants in their neighbourhood (0–100), importance of seeking out and maintaining relationships with people from the country of origin (0–100), importance of seeking out and maintaining relationships with people from the country of arrival (0–100), the culture of the country of origin has to be emphasised and contact with the local culture limited (yes, no), feeling that the locals are tolerant towards migrants (yes, no), experiences of abuse as a migrant (yes, no).



2.5 Study size

A total of 1,656 international migrants and 1,664 locals were included in this analysis.

Considering that the target population was hard-to-reach, as it was restrained to Chileans and international migrants living in three specific boroughs of the Metropolitan Region of Santiago that concentrate some of the highest levels of multidimensional poverty in the country and a very small proportion of the migrant population in the Metropolitan Region of Santiago, sampling was non probabilistic and non-representative. Given that this is the first study of its kind in the country, the sample size was estimated for categorical variables with maximum uncertainty, an expected proportion of 50%, a confidence level of 95% and an accuracy of 3%, which yielded a minimum number of 1,067 people (epidat 4.1). In accordance with feasibility, the baseline sample size of 1,650 people for each population group was considered adequate and feasible.



2.6 Statistical methods

For the total number of respondents, the distribution of each of the variables, alone and according to perceived stress, mood disorders and migration, was described. Additionally, the association between the dependent and independent variables alone was analysed using the Chi-square test (or Fisher’s exact test, as appropriate) in conjunction with Cramer’s V to analyse the magnitude of the association.

To handle missing data in the models, multiple imputation was performed using the mice package in R. prior to imputation, the structure of the data was reviewed, and categorical variables were checked to ensure that they were coded as factors, and the nature of missing data was verified. Multiple imputation was carried out with 5 imputed sets (m = 5), using specific methods according to the type of variable: logistic regression for binary variables (logreg), polynomial regression for categorical variables with more than two levels (polyreg), and omitting imputation for the dependent variable perceived stress and mood disorders to avoid introducing bias.

The quality and appropriateness of multiple imputation was assessed by visual diagnosis of convergence of imputation chains through traceplots, comparison of observed and imputed distributions, assessment of the plausibility of imputed values according to the context and logic of the variables, and sensitivity analysis to compare results with and without imputation.

Once the imputation was completed, a generalised logistic regression model (GLM) with logit link was fitted to assess the association between stress (dichotomous) and the independent variables. The models were fitted on each imputed set and the results were combined using Rubin’s rules to obtain estimates and adjusted standard errors. Additionally, selecting an imputation, a GLM model with logistic linkage was fitted and a stepwise step was performed to identify the variables to be included in the model, minimising the AIC (Akaike Information Criterion), which rewards good fit by penalising model complexity, allowing for dimensionality reduction and identification of variables of greater importance for the explanation of the dependent variables of interest (stress and mood disorders in separate models). Once the variables were identified, models were fitted using these sets of variables on each imputed data set and the results were combined using Rubin’s rules. For all models, goodness-of-fit and VIF between the different variables were analysed.

All the above was done both for the total sample and separately for the migrant population only. In the case of the migrant population, GLM models with logit link were additionally fitted, with migration dependent variables.



2.7 Ethics statement

The project was approved by the Ethics Committee of the Faculty of Medicine of the Universidad del Desarrollo, as well as the Ethics Committee of the Servicio de Salud Metropolitano Sur-Oriente.

The privacy and anonymity of all participants was safeguarded. Participants filled an informed consent form available online through Alchemer before taking part in the survey. Additionally, they could withdraw from the study at any point and refuse to respond any of the questions. Each participant was given a unique ID code linking back to personal data for follow-up purposes and available to the lead researcher and research coordinator only. No individual can be identified from the anonymised dataset.

Each participant was offered approximately USD 5.00 as well as a PDF document was information on access to healthcare, specific services in their borough of residence and support networks upon completion of the questionnaire.




3 Results


3.1 Sample description

The sample analysed included 3,320 participants, of whom 49.9% (n = 1,656) were international migrants and 50.1% (n = 1,664) local (born in Chile). The majority of participants were female (72.2%), 30–59 years old (62.6%) and over 55.7% identified themselves as single. The most frequent educational level was completed secondary school (with or without higher education; 39.6%). In terms of employment status, 52% were employed and 24.3% worked as housewives, while 35.1% reported a monthly income of between $250,000 and $500,000 and 29.4% had no declared income. Furthermore, 56.2% reported receiving cash benefits during the SARS-CoV2 pandemic. In relation to housing, 44.5% lived in rented accommodation and 15.6% experienced overcrowding. Although access to nearby healthcare centres (91.6%) and basic services such as pharmacies or supermarkets (98.2%) were most frequently reported, environmental issues were also reported: 62.9% mentioned littering or infestation, and 61.4% mentioned visual or noise pollution in the surrounding area. Despite this, 78.8% considered their surroundings to be safe.

The international migrant participants were mainly Venezuelan (48.2%), most had been living between 1 and 5 years in the country (56.3%), were not refugees (91.5%), had a permanent resident status (27.4%) or had an irregular migratory status (26.2%), and did not travel on their own (54.2%). The majority reported not having given up beliefs and customs (58.0%), considered the locals in Chile to be tolerant (52.2%) and reported not having experienced abuse related to being a migrant (61.2%).

Regarding health, access to healthcare and wellbeing, 49.1% reported experiencing stress, 15.5% reported having a mood disorder and 16.3% reported consuming more than two alcoholic drinks per day. Only 26% were physically active on a regular basis, and 11.6% reported obesity. 20.6% reported having an untreated condition. Additionally, 42.9% faced barriers to accessing the healthcare system, while 12.6% were not affiliated to insurance scheme, showing possible conditions of vulnerability when accessing healthcare services. Regarding psychosocial variables, 35.9% agreed with feeling being important to others, although 30.9% expressed total disagreement with this statement. 57.2% trusted the people around them, and 32.5% reported having experienced discrimination. Finally, 90.9% reported having support networks equivalent to a close group of family and/or friends.

For further detail, please see Supplementary material 1.



3.2 Stress and mood disorders among locals and international migrants

Among the respondents self-reporting stress, the stepwise model showed that being female was associated with a higher prevalence of stress (PRR: 1.682; 95%CI: 1.397–2.026), while being married (PRR: 0.704; 95%CI: 0.583–0.848) or cohabiting (PRR: 0.627; 95%CI: 0.477–0.825) was associated with lower prevalence. A lower prevalence of stress was also observed in people with secondary (PRR: 0.695; 95%CI: 0.570–0.847) or higher education (PRR: 0.487; 95%CI: 0.352–0.674) and in those who were physically active (PRR: 0.808; 95%CI: 0.679–0.961) or had a close friend or support group (PRR: 0.659; 95%CI: 0.505–0.859).

In contrast, stress was higher in students or people under 18 (PRR: 1.461; 95%CI: 1.010–2.114), people living with littering or infestation in their surroundings (PRR: 1.373; 95%CI: 1.154–1.632) or with visual or acoustic pollution (PRR: 1.398; 95%CI: 1.177–1.660), those affiliated to the public (PRR: 1.360; 95%CI: 1.058–1.749) or private (PRR: 1.626; 95%CI: 1.032–2.561) healthcare system, who experienced barriers to access healthcare (PRR: 1.825; 95%CI: 1.556–2.139; p < 0.001), who consumed more than two alcoholic drinks per day (PRR: 1.260; 95%CI: 1.020–1.558), were under treatment for morbidities (PRR: 1.251; 95%CI: 1.010–1.549), had a family history of mood disorders (PRR: 1.814; 95%CI: 1.511–2.179) or had experienced discrimination (PRR: 1.554; 95%CI: 1.319–1.831; Table 1).


TABLE 1 Stepwise GLM for stress, adjusting for demographic, socioeconomic, healthcare access, health status and psychosocial variables.


	Stepwise model for stress



	Term
	PRR
	CI95%
	p value

 

 	Sex: Woman (ref. Man) 	1.682 	(1.397 to 2.026) 	0.000**


 	Age 19–29 (13–18) 	0.728 	(0.352 to 1.506) 	0.392


 	Age 30–59 	0.562 	(0.270 to 1.170) 	0.123


 	Age 60+ 	0.540 	(0.242 to 1.206) 	0.133


 	Marital status: Married (ref. Single) 	0.704 	(0.583 to 0.848) 	0.000**


 	Marital status: Cohabiting partner 	0.627 	(0.477 to 0.825) 	0.001**


 	Marital status: Divorced or separated 	1.032 	(0.745 to 1.429) 	0.851


 	Marital status: Widowed 	0.595 	(0.328 to 1.082) 	0.089


 	Educational level: Basic (ref. None) 	0.847 	(0.684 to 1.048) 	0.125


 	Educational level: Secondary 	0.695 	(0.570 to 0.847) 	0.000**


 	Educational level: Higher 	0.487 	(0.352 to 0.674) 	0.000**


 	Employment: Unemployed (ref. Employed) 	0.920 	(0.744 to 1.138) 	0.441


 	Employment: Housewife 	0.881 	(0.721 to 1.078) 	0.218


 	Employment: Student or infant 	1.461 	(1.010 to 2.114) 	0.044*


 	Overcrowding: Yes (ref. No) 	0.846 	(0.683 to 1.049) 	0.127


 	Littering or infestation in the surroundings: Yes (ref. No) 	1.373 	(1.154 to 1.632) 	0.000**


 	Visual or acoustic pollution: Yes (ref. No) 	1.398 	(1.177 to 1.660) 	0.000**


 	Nearby healthcare centre: Yes (ref. No) 	0.759 	(0.564 to 1.021) 	0.068


 	Healthcare system: Public (ref. None) 	1.360 	(1.058 to 1.749) 	0.016*


 	Healthcare system: Private 	1.626 	(1.032 to 2.561) 	0.036*


 	Healthcare system: Other or military 	1.019 	(0.299 to 3.471) 	0.976


 	Healthcare system: Does not know 	1.117 	(0.773 to 1.613) 	0.555


 	Barriers to access healthcare: Yes (ref. No) 	1.825 	(1.556 to 2.139) 	0.000**


 	Barriers to access healthcare: Has never tried 	1.085 	(0.772 to 1.525) 	0.637


 	Alcohol: Drinks less than an average of 2 units a day (ref. Does not drink) 	0.937 	(0.769 to 1.141) 	0.515


 	Alcohol: Drinks more than an average of 2 units a day 	1.260 	(1.020 to 1.558) 	0.032*


 	Physical activity: Yes (ref. No) 	0.808 	(0.679 to 0.961) 	0.016*


 	Morbidity: Yes, treated (ref. None) 	1.251 	(1.010 to 1.549) 	0.040*


 	Morbidity: Yes, untreated 	1.032 	(0.845 to 1.260) 	0.760


 	Family history of mood disorder: Yes (ref. No) 	1.814 	(1.511 to 2.179) 	0.000**


 	Discrimination: Yes (ref. No) 	1.554 	(1.319 to 1.831) 	0.000**


 	Having a close friend or support group: Yes (ref. No) 	0.659 	(0.505 to 0.859) 	0.002**


 	Intercept 	0.922 	(0.386 to 2.201) 	0.855





Model for stress: VIF < 1.62 for all variables; AIC: 4118.4; AUC: 0.7224; Proportion of deviance explained: 0.1154; G2 statistic (deviance): 528.616; McFadden’s pseudo-R2: 0.1154 R2ML (maximum likelihood): 0.1478; R2CU (Cragg-Uhler or Nagelkerke): 0.1971. *p value < 0.05; **p value < 0.01.
 

For mood disorders, the stepwise model showed that being female was associated with a higher prevalence of mood disorders (PRR: 1.996; 95%CI: 1.474–2.701). In contrast, a higher net income was associated with lower prevalence, with the $250,000 to $500,000 category being significant (PRR: 0.625; 95%CI: 0.469–0.833). Living in Type 3 housing (e.g., block flats or similar) was also associated with lower prevalence (PRR: 0.513; 95%CI: 0.307–0.856), as was living in overcrowded conditions (PRR: 0.674; 95%CI: 0.458–0.990), which may reflect contextual or social protective factors. Conversely, having faced barriers to access healthcare (PRR: 1.583; 95%CI: 1.251–2.003), self-reporting obesity (PRR: 2.535; 95%CI: 1.927–3.334), having treated (PRR: 3.421; 95%CI: 2.562–4.570) or untreated morbidities (PRR: 5.726; 95%CI: 4.375–7.493; p < 0.001), having family history of mood disorders (PRR: 3.880; 95%CI: 3.084–4.882) and having experienced discrimination (PRR: 1.588; 95%CI: 1.250–2.018), were associated with a higher prevalence of mood disorders (Table 2).


TABLE 2 Stepwise GLM for mood disorders, adjusting for demographic, socioeconomic, healthcare access, health status and psychosocial variables.


	Stepwise model for mood disorders



	Term
	PRR
	CI95%
	p-value

 

 	Sex: Woman (ref. Man) 	1.996 	(1.474 to 2.701) 	0.000**


 	Net income [$0–$250000] (ref. $0) 	0.788 	(0.564 to 1.103) 	0.164


 	Net income [$250.000–$500000] 	0.625 	(0.469 to 0.833) 	0.001**


 	Net income [$500,000–$1000000] 	0.712 	(0.471 to 1.076) 	0.107


 	Net income above $1,000,000 	0.818 	(0.334 to 2.003) 	0.660


 	Housing type 2 (ref. Housing type 1) 	0.802 	(0.617 to 1.042) 	0.099


 	Housing type 3 	0.513 	(0.307 to 0.856) 	0.011*


 	Housing type 4 	0.855 	(0.608 to 1.202) 	0.366


 	Overcrowding: Yes (ref. No) 	0.674 	(0.458 to 0.99) 	0.044*


 	Safety: Yes (ref. No) 	1.280 	(0.925 to 1.77) 	0.136


 	Barriers to access healthcare: Yes (ref. No) 	1.583 	(1.251 to 2.003) 	0.000**


 	Barriers to access healthcare: Has never tried 	0.525 	(0.242 to 1.137) 	0.102


 	Self-reported obesity: Yes (ref. No) 	2.535 	(1.927 to 3.334) 	0.000**


 	Morbidity: Yes, treated (ref. None) 	3.421 	(2.562 to 4.57) 	0.000**


 	Morbidity: Yes, untreated 	5.726 	(4.375 to 7.493) 	0.000**


 	Family history of mood disorder: Yes (ref. No) 	3.880 	(3.084 to 4.882) 	0.000**


 	Discrimination: Yes (ref. No) 	1.588 	(1.25 to 2.018) 	0.000**


 	Having a close friend or support group: Yes (ref. No) 	0.729 	(0.502 to 1.06) 	0.098


 	Intercept 	0.027 	(0.014 to 0.051) 	0.000**





Model for mood disorders: VIF < 1.20 for all variables; AIC: 2095.1; AUC: 0.8545; Proportion of deviance explained: 0.2802; G2 statistic (deviance): 800.848; McFadden’s pseudo-R2: 0.280; R2ML (maximum likelihood): 0.2161; R2CU (Cragg-Uhler or Nagelkerke): 0.3722. *p value < 0.05; **p value < 0.01.
 

Particularly with regards to migration, the results show significant differences between migrants and nationals in terms of perceived stress and mood disorders. 61.1% of nationals reported stress, compared to 37.4% of migrants (p < 0.001; Cramér’s V = 0.237), indicating a moderate association. Similarly, nationals reported a higher proportion of mood disorders: 24.4% versus 7% in migrants (χ2 = 187.8; p < 0.001). This is consistent with the PRRs obtained, and these differences were maintained even after adjusting for demographic, socioeconomic, housing, and environmental variables, access to health care, well-being and psychosocial factors (See Supplementary material 2).



3.3 Stress and mood disorders among international migrants

In the specific case of the migrant population, the stepwise model for perceived stress identified multiple significantly associated factors. Being female was associated with a higher prevalence of stress (PRR: 1.437; 95%CI: 1.092–1.890). Being married (PRR: 0.761; 95%CI: 0.586–0.987; p = 0.040) or cohabiting (PRR: 0.681; 95%CI: 0.499–0.930) was associated with lower stress compared to being single. Regarding living conditions, living with littering or infestation in the surroundings was associated with higher stress (PRR: 1.296; 95%CI: 1.009–1.664), while having a healthcare centre nearby was associated with lower stress (PRR: 0.630; 95%CI: 0.410–0.969). Being affiliated to the public healthcare system was associated with greater stress (PRR: 1.477; 95%CI: 1.084–2.011), as was experiencing barriers to access healthcare (PRR: 2.022; 95%CI: 1.587–2.575). Being physically active was associated with less stress (PRR: 0.640; 95%CI: 0.492–0.832). Significant associations were also observed with family history of mood disorders (PRR: 2.332; 95%CI: 1.689–3.222) and discrimination (PRR: 1.891; 95%CI: 1.502–2.381).

Regarding the model for mood disorders, those aged 19–29 (PRR: 0.083; 95%CI: 0.015–0.446), 30–59 (PRR: 0.142; 95%CI: 0.028–0.734) and 60 years and older (PRR: 0.071; 95%CI: 0.010–0.528; p = 0.010) had a lower prevalence compared to adolescents aged 13–18 years. A higher income was associated with a lower prevalence of mood disorders: for example, those earning between $250,000 and $500,000 (PRR: 0.479; 95%CI: 0.268–0.855) compared with those earning between $500,000 and $1,000,000 (PRR: 0.203; 95%CI: 0.061–0.668). Reporting barriers to access healthcare (PRR: 2.148; 95%CI: 1,337-3,450), obesity (PRR: 2.586; 95%CI: 1.288–5.193), treated (PRR: 3.648; 95%CI: 1.909–6.971) or untreated (PRR: 8.891; 95%CI: 5.211–15.172) morbidities, having a family history of mood disorders (PRR: 6.545; 95%CI: 3.914–10.947), and having experienced discrimination (PRR: 1.642; 95%CI: 1.914–10.947) were factors associated with a higher prevalence of mood disorders (Table 3).


TABLE 3 Stepwise GLM for stress and mood disorders among international migrants, adjusting for demographic, socioeconomic, healthcare access, health status and psychosocial variables.


	Term
	PRR
	CI95%
	p-value

 

 	Stepwise model for stress


 	Sex: Woman (ref. Man) 	1.437 	(1.092 to 1.890) 	0.010*


 	Marital status: Married (ref. Single) 	0.761 	(0.586 to 0.987) 	0.040*


 	Marital status: Cohabiting partner 	0.681 	(0.499 to 0.930) 	0.016*


 	Marital status: Divorced or separated 	1.122 	(0.588 to 2.142) 	0.727


 	Marital status: Widowed 	0.278 	(0.059 to 1.315) 	0.106


 	Educational level: Basic (ref. None) 	2.009 	(0.904 to 4.463) 	0.087


 	Educational level: Secondary 	1.715 	(0.791 to 3.718) 	0.171


 	Educational level: Higher 	1.276 	(0.567 to 2.875) 	0.556


 	Net income [$0–$250000] (ref. $0) 	0.817 	(0.560 to 1.191) 	0.290


 	Net income [$250.000–$500000] 	0.977 	(0.749 to 1.275) 	0.864


 	Net income [$500,000–$1000000] 	1.016 	(0.626 to 1.649) 	0.949


 	Net income above $1,000,000 	0.173 	(0.014 to 2.142) 	0.164


 	Littering or infestation in the surroundings: Yes (ref. No) 	1.296 	(1.009 to 1.664) 	0.042*


 	Visual or acoustic pollution: Yes (ref. No) 	1.262 	(0.986 to 1.616) 	0.065


 	Nearby healthcare centre: Yes (ref. No) 	0.630 	(0.410 to 0.969) 	0.036*


 	Healthcare system: Public (ref. None) 	1.477 	(1.084 to 2.011) 	0.013*


 	Healthcare system: Private 	1.973 	(0.758 to 5.139) 	0.164


 	Healthcare system: Other or military 	0.986 	(0.047 to 20.648) 	0.993


 	Healthcare system: Does not know 	0.910 	(0.546 to 1.516) 	0.717


 	Barriers to access healthcare: Yes (ref. No) 	2.022 	(1.587 to 2.575) 	0.000**


 	Barriers to access healthcare: Has never tried 	1.281 	(0.876 to 1.873) 	0.201


 	Alcohol: Drinks less than an average of 2 units a day (ref. Does not drink) 	0.805 	(0.589 to 1.102) 	0.175


 	Alcohol: Drinks more than an average of 2 units a day 	1.359 	(0.985 to 1.875) 	0.062


 	Physical activity: Yes (ref. No) 	0.640 	(0.492 to 0.832) 	0.001**


 	Family history of mood disorder: Yes (ref. No) 	2.332 	(1.689 to 3.222) 	0.000**


 	Discrimination: Yes (ref. No) 	1.891 	(1.502 to 2.381) 	0.000**


 	Having a close friend or support group: Yes (ref. No) 	0.739 	(0.528 to 1.035) 	0.078


 	Intercept 	0.238 	(0.088 to 0.638) 	0.004**


 	Stepwise model for mood disorders


 	Age 19–29 (ref. 13–18) 	0.083 	(0.015 to 0.446) 	0.004**


 	Age 30–59 	0.142 	(0.028 to 0.734) 	0.020*


 	Age 60+ 	0.071 	(0.010 to 0.528) 	0.010*


 	Net income [$0–$250000] (ref. $0) 	0.934 	(0.485 to 1.801) 	0.838


 	Net income [$250.000–$500000] 	0.479 	(0.268 to 0.855) 	0.013*


 	Net income [$500,000–$1000000] 	0.203 	(0.061 to 0.668) 	0.009**


 	Net income above $1,000,000 	0.579 	(0.056 to 5.960) 	0.646


 	Overcrowding: Yes (ref. No) 	0.576 	(0.323 to 1.029) 	0.062


 	Visual or acoustic pollution: Yes (ref. No) 	1.548 	(0.978 to 2.450) 	0.062


 	Supermarket or pharmacy nearby: Yes (ref. No) 	0.323 	(0.093 to 1.124) 	0.076


 	Barriers to access healthcare: Yes (ref. No) 	2.148 	(1.337 to 3.450) 	0.002**


 	Barriers to access healthcare: Has never tried 	0.748 	(0.301 to 1.858) 	0.532


 	Self-reported obesity: Yes (ref. No) 	2.586 	(1.288 to 5.193) 	0.008**


 	Morbidity: Yes, treated (ref. None) 	3.648 	(1.909 to 6.971) 	0.000**


 	Morbidity: Yes, untreated 	8.891 	(5.211 to 15.172) 	0.000**


 	Family history of mood disorder: Yes (ref. No) 	6.545 	(3.914 to 10.947) 	0.000**


 	Discrimination: Yes (ref. No) 	1.642 	(1.035 to 2.604) 	0.035*


 	Intercept 	0.337 	(0.049 to 2.325) 	0.269





Model for stress: VIF < 1.37 for all variables; AIC: 2030.8; AUC: 0.7026; Proportion of deviance explained: 0.0943; G2 statistic (deviance): 205.610; McFadden’s pseudo-R2: 0.0943 R2ML (maximum likelihood): 0.1172; R2CU (Cragg-Uhler or Nagelkerke): 0.1598. Model for mood disorders: VIF < 1.21 for all variables; AIC: 610.61; AUC: 0.8827; Proportion of deviance explained: 0.3106; G2 statistic (deviance): 258.938; McFadden’s pseudo-R2: 0.311; R2ML (maximum likelihood): 0.1458; R2CU (Cragg-Uhler or Nagelkerke): 0.3664. *p value < 0.05; **p value < 0.01.
 

Considering only variables related to migration, the stepwise model for perceived stress in the migrant population identified several significantly associated variables. A higher perceived number of migrants in the neighbourhood was associated with a slight but significant increase in stress (PRR = 1.006; 95%CI: 1.002–1.009). Regarding the attitude towards the statement “The culture of the country of origin has to be emphasised and contact with the local culture limited” (reference: ‘Strongly disagree’), those who said they “disagreed” were less likely to report stress (PRR = 0.666; 95%CI: 0.456–0.971), as were those who “agreed” (PRR = 0.581; 95%CI: 0.398–0.848). Feeling that the local population is tolerant of migrants was also associated with a lower likelihood of stress (PRR = 0.768; 95%CI: 0.616–0.958). In contrast, having experienced abuse due to being a migrant was associated with a significantly increased risk of stress, doubling the odds (PRR = 2.087; 95%CI: 1.684–2.586).

For mood disorders, two statistically significant associations were observed. First, length of residence in Chile was positively associated with mood disorders (PRR = 1.048; 95%CI: 1.003–1.095; p = 0.036), suggesting a progressive increase in risk as length of stay increases. In addition, having experienced abuse due being a migrant was associated with an increased risk, more than twice as high compared to those who had not (PRR = 2.161; 95%CI: 1.463–3.193; p < 0.001). Although differences by country of origin were not statistically significant, Haitian migrants tended to have a lower risk (PRR = 0.417; 95%CI: 0.173–1.003; p = 0.051). In both cases there was no significant collinearity between the variables (Table 4).


TABLE 4 Stepwise GLM for stress and mood disorders among international migrants, adjusting for migration’s variables.


	Term
	PRR
	CI95%
	p-value

 

 	Stepwise model for stress


 	  Perceived amount of international migrants in their neighbourhood 	1.006 	(1.002 to 1.009) 	0.001**


 	  The culture of the country of origin has to be emphasised and contact with the local culture limited (ref. Strongly disagree)


 	    Disagree 	0.666 	(0.456 to 0.971) 	0.035*


 	    Neutral 	0.801 	(0.611 to 1.049) 	0.107


 	    Agree 	0.581 	(0.398 to 0.848) 	0.005**


 	    Strongly agree 	0.788 	(0.497 to 1.250) 	0.312


 	  Feels that the locals are tolerant towards migrants (ref. No)


 	    Yes 	0.768 	(0.616 to 0.958) 	0.019*


 	  Has experienced abuse for being a migrant (ref. No)


 	    Yes 	2.087 	(1.684 to 2.586) 	0.000**


 	Intercept 	0.440 	(0.331 to 0.586) 	0.000**


 	Stepwise model for mood disorders


 	  Country of origin (ref. Peru)


 	    Colombia 	1.095447 	(0.520 to 2.308) 	0.810


 	    Venezuela 	1.0821981 	(0.567 to 2.067) 	0.811


 	    Haiti 	0.4168935 	(0.173 to 1.003) 	0.051


 	    Other 	1.344578 	(0.688 to 2.629) 	0.387


 	Time spent in Chile (years) 	1.0478481 	(1.003 to 1.095) 	0.036*


 	  Has experienced abuse for being a migrant (ref. No)


 	    Yes 	2.1614391 	(1.463 to 3.193) 	0.000**


 	Intercept 	0.0432037 	(0.022 to 0.084) 	0.000**





Model for stress: VIF < 1.05 for all variables; AIC: 2117.2; AUC: 0.627; Proportion of deviance explained: 0.03633; G2 statistic (deviance): 79.22; McFadden’s pseudo-R2: 0.036; R2ML (maximum likelihood): 0.047; R2CU (Cragg-Uhler or Nagelkerke): 0.064. Model for mood disorders: VIF < 1.59 for all variables; AIC: 816.28; AUC: 0.6524; Proportion of deviance explained: 0.0375; G2 statistic (deviance): 31.26; McFadden’s pseudo-R2: 0.0375; R2ML (maximum likelihood): 0.0188; R2CU (Cragg-Uhler or Nagelkerke): 0.047. *p-value < 0.05; **p-value < 0.01.
 




4 Discussion

This study aimed at comparing mental health outcomes between international migrants and locals, as well as examining differences among international migrants, in three neighbourhoods of the Metropolitan Region of Santiago, Chile. The analysis was conducted with data collected through a community-based survey during 2021–2022, as part of a larger project focusing on migration and health in Chile. Considering the data available and the social determinants of health approach, mental health was conceptualised as reported stress and diagnosis of mood disorders and independent variables related to demographic and socioeconomic characteristics, living conditions, access to healthcare, health status and healthy lifestyles, psychosocial factors, and, for migrants, factors related to the migratory process.

Regarding the comparison between international migrants and locals, we consistently found that being a migrant was negatively associated with stress and mood disorders, which is aligned with previous quantitative studies comparing the mental health of both populations in Chile (32–34) and suggesting a healthy immigrant effect. However, it is important to take three elements into account. The first one is that the Chilean population reported high rates of stress and mood disorders. With regards to stress, the only recent study conducted in Chile, based on a non-representative survey with a sample of 500 people, indicated that 73% of the respondents reported being stressed to the point of it affecting their daily lives and 54% to the point of having to stop working for a while (50). Regarding mood disorders, the latest National Health survey conducted in 2016–2017 found that 15.8% of the population had depressive symptomatology and that the prevalence of depression was 6% (51). This, together with the data from PAHO presented in the introduction (25), indicates that mental health issues are a top health concern for the Chilean population, potentially overshadowing the mental health issues experienced by the international migrant population in the country.

The second point is that our results are based on self-report rather than diagnosis, which could introduce both information and recall biases due to a variety of factors such as health literacy or diverse interpretations of mental health issues in a context of cultural diversity, leading participants to either underestimate or overestimate their levels of stress or mental health conditions, affecting the accuracy of the estimates. However, self-reports have been found to be correlated with posteriorly diagnosed mental health issues (52). Further studies including variables such as health literacy, as well as validated diagnosis tools may be relevant to further explore the healthy immigrant effect among international migrants in Chile.

The third point is that, our analysis found that length of residence in Chile was positively associated with reporting mood disorders, suggesting that the healthy immigrant effect declines over time, which is consistent with the existing literature on the topic (3, 12, 17). This may be due, on the one hand, to improved access to healthcare and diagnosis as barriers related to migratory status, information, and cross-cultural communication may fade (53), or, on the other hand, as an actual decline in mental health over time while being exposed to similar risk factors as the Chilean population. Further longitudinal studies taking into account these factors may be relevant in order to determine the risk factors over time.

While the international migrants surveyed in this study generally presented better health outcomes than their Chilean counterpart, it is still relevant to examine their risk factors for stress and mood disorders, especially the ones related to migration. Concerning stress, perceiving a high number of migrants in the neighbourhood was a statistically significant risk factor which may be counter-intuitive, however, it may be a proxy for territorial exclusion and residential segregation, where migrant populations are concentrated, over time, in more socioeconomically deprived areas (54, 55). This may be especially the case as this study was conducted in three neighbourhoods that are classified as highly vulnerable and that have seen an increased number of international migrants in recent years.

Another noteworthy risk factor for both stress and mood disorders was having experienced abuse as a migrant, which is consistent with other studies conducted in Chile, the United States, Norway, and Spain (56–59). Furthermore, perceiving that the locals are tolerant towards international migrants was a protective factor for stress, indicating the importance of considering the wider social dynamics at play in the everyday life of international migrants and their impact on mental health. This is especially important in a climate of growing hostility towards migrant populations worldwide, and in particular in Chile. While migration was not a politicised topic until the mid 2010s, anti-immigrant sentiment has been growing at the national level, fuelled by the media and discriminatory political discourses in the past few years (60, 61).

Our results are relevant for healthcare practitioners, as factors related to migration are key to understanding potential mental health challenges among international migrant patients, from an intercultural point of view. Understanding the risk factors specific to international migrants allows for mental healthcare that is specific and responsive to their needs, contributing to improving their mental health outcomes. Furthermore, understanding protective factors is also key for mental health promotion, as is recognising the resources and strategies international migrants have to support their mental health. More widely, considering that discrimination and having experienced abuse as a migrant were risk factors for stress and mood disorders, while perceiving that the locals are tolerant was a protective factor for stress, wider action must be taken regarding the xenophobia experienced by international migrants in Chile. Policies aiming at improving the perception and attitudes of local populations towards immigrants must be implemented, especially targeting school-age children and areas with a high density of migrant population.

This study has some limitations. The data was collected during the pandemic in highly challenging conditions with “hard-to-reach” populations, limiting the possibility of a representative sample. Additionally, this limited our ability to reach populations facing a higher degree of social vulnerability and barriers to healthcare and essential services. The non-probabilistic sampling, the presence of non-response, and the restriction to three municipalities in the country may limit the external validity of the findings, meaning that the results cannot be generalised to the entire migrant or local population in Chile. Additionally, the questions included in the survey focused mainly on experiences in the country of arrival, leaving aside questions regarding pre-migration stress or other specific questions linked to family (or other issues) in the home country. The cross-sectional nature of the study prevents the establishment of causal relationships, and some of the selected variables may have bidirectional associations with stress and mood disorders. Furthermore, regarding the design of the study, although performing a mixed-methods study in order to complement the quantitative data presented in this article may have been relevant and is increasingly recognised as useful in the field of epidemiology (62), this study contributes to the existing evidence with a unique set of community-based data collected in three highly vulnerable neighbourhoods of Santiago, Chile with both international migrants and Chileans. There are existing qualitative studies on the mental health of international migrants and refugees in Chile (36, 37, 39) and further studies may explore the topic through mixed methods. In all, this data gives us insights into understudied and underserved populations, potentially contributing to strategies aiming at improving their mental health outcomes.

This study adds to the existing evidence on the healthy immigrant effect and confirms that there is a healthy immigrant effect for mental health in Chile. However, considering that international migrants in Chile still face mental issues, albeit in a lesser proportion than their local counterparts, and that results highlight both risk and protective factors linked to migration, we may ask the question of what matters most for practice and policymaking: that international migrants have better mental health outcomes than locals, or that their mental health is influenced by mechanisms related to migratory processes?
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Purpose: This study investigates how older foreign-born adults in Sweden experience and navigate social connectedness as a determinant of wellbeing.
Methods: Employing Glaser’s grounded theory methodology, we collected qualitative data through individual (n = 1) and focus group (n = 5) interviews with 23 participants aged 60 + representing four distinct cultural-linguistic groups: Arabic, Finnish, Spanish, and Chinese speakers.
Results: The analysis identified “a quest for understanding” as the core category, encompassing three dimensions: (1) wanting to be understood, (2) wanting to understand, and (3) reaching for reconciliation. While participants shared universal needs for validation and connection, their experiences revealed tensions between aspirations and the challenges of language barriers, cultural distance, and generational differences. Notably, perceptions and experiences showed strong within-group similarities but significant between-group variations.
Discussion: Framed by Nordenfelt’s concept of wellbeing as “want-equilibrium,” the findings highlight understanding as both a social need and existential pursuit. While Finnish speakers’ minority status eased integration, Arabic and Chinese speakers navigated systemic inclusion yet social exclusion. Resilience strategies—bicultural fluency, insular solidarity, or self-reliance—reflected Bourdieusian capital disparities. Wellbeing thus hinges on mutual recognition: migrants’ adaptability and Sweden’s capacity to perceive them beyond structural categories.
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Introduction

Sweden is a diverse society, with approximately 20% of its population born abroad (1). Immigration has transformed Sweden from a relatively homogeneous nation before World War II into one of Europe’s most multicultural countries today. In the 1950s and 1960s, labor migration - driven by economic expansion and labor shortages - dominated immigration patterns. From the 1970s onward, however, global conflicts and Sweden’s comparatively generous asylum policies shifted the focus toward refugee migration. Family reunification also became a significant immigration channel. Public discourse on immigration intensified after the 2015 European refugee crisis, resulting in stricter asylum policies in 2016 and a heightened emphasis on social and economic integration. As a result, today’s older foreign-born population in Sweden is highly heterogeneous, encompassing individuals with diverse migratory backgrounds. This diversity has led to wide variation in living conditions, health status, and levels of social integration (2).

Both migration and aging represent major life transitions that profoundly reshape an individual’s social capital and relational networks (3–5). Migration often disrupts long-standing social ties, compelling individuals to rebuild a sense of belonging in an unfamiliar sociocultural context (6). Aging, by contrast, is typically marked by a natural narrowing of social networks due to retirement, declining health, and the loss of peers and loved ones (7). When these transitions intersect - as in the case of older foreign-born individuals navigating migration regimes, elder care systems, and institutional structures - their social relationships and support networks may undergo complex reconfigurations within host societies (8).

Even family, traditionally regarded as the most critical source of emotional and practical support for older adults (9), may undergo structural and functional changes due to migration. Intergenerational tensions, cultural distance, and increased dependence can weaken familial ties, undermining older migrants’ autonomy and wellbeing (10, 11). These dynamics raise concerns about older migrants’ access to robust social relationships and emotional support beyond the immediate family.

Social networks, relationships, and connectedness collectively shape an individual’s lived social reality. While social networks provide the structure of interactions (who people engage with), social relationships define the quality and function of those ties (how they interact), and social connectedness reflects the resulting psychological state - whether one feels fulfilled or isolated. Drawing on Bourdieu (12), we conceptualize these elements as forms of social capital: dynamic resources embedded in networks that confer tangible or intangible benefits (e.g., support, information, opportunities). Bourdieu further highlights how social capital perpetuates inequality, as its unequal distribution allows privileged groups to convert it into economic capital (e.g., securing jobs through connections) or cultural capital (e.g., acquiring knowledge via social ties).

The significance of social connection for wellbeing is well-established across disciplines. Psychological theories- from Maslow’s hierarchy of needs (13) to Deci and Ryan’s self-determination theory (14) and Erikson’s developmental stages (15)—position belonging as fundamental to human thriving. This is especially salient in later life, as underscored by socioemotional selectivity theory (16) (prioritizing emotionally meaningful relationships) and attachment theory (17). Empirical research in public health reinforces this, linking strong social ties to better health outcomes, reduced mortality, and higher life satisfaction among older adults (18, 19). Recognizing these findings, the World Health Organization (20) has declared social connection a pillar of healthy aging, urging targeted interventions for vulnerable groups like older migrants, who face compounded risks of loneliness and exclusion.

To explore wellbeing in this context, we employ Nordenfelt’s (21) theory of wellbeing, which defines it as the ability to realize one’s vital goals - the set of conditions necessary for an individual’s minimal happiness under normal circumstances. Yet for older migrants, these “normal circumstances” are often disrupted by the compounded challenges of aging and migration: language barriers, institutional exclusion, and the loss of culturally embedded support systems fracture the very conditions Nordenfelt presupposes as stable. Bourdieu’s (12) concept of social capital enriches this perspective by framing social networks and relationships as strategic resources that enable older adults to compensate for such disruptions and achieve their vital goals.

Drawing on Hall’s (22) conceptualization, culture is understood as operating through two interdependent systems: first, as a shared conceptual map that structures how people make sense of their world, and second, as language that enables communication and negotiation of these meanings. This dynamic framework of values, norms, practices and worldviews fundamentally shapes how individuals interpret their experiences and interact with others in social relationships. In this study, first language was used as a proxy for cultural identity, as it, though not a perfect cultural surrogate, often reflects deeply rooted social and communicative frameworks formed through early-life experiences (23). As older foreign-born individuals age in a new sociocultural context, their cultural background may continue to inform how they seek connection and interpret social roles in the host society.

Existing research on older adults’ social networks across diverse national contexts has established how demographic factors, socioeconomic status, and ethnocultural background shape the structure, quality, and function of social ties (24–27). In Sweden, studies of older immigrants have provided important but narrowly focused insights - for example, MacInnes et al. (28) on Finnish and Western Balkan migrants’ use of informal neighborhood spaces, or Magnusson and Kiwi (29) on Iranians’ reliance on ethnic and religious associations for integration. Johansson et al. (30) further highlights how non-European older migrants exercise agency in pursuing “good aging” through a combination of kinship, community solidarity, and Sweden’s welfare infrastructure. Yet these studies, while valuable, tend to isolate specific ethnic groups or focus on static network characteristics rather than the dynamic processes linking migration and aging to social connectedness. This study advances the field by examining how and why the intersection of migration and aging reshapes social ties and wellbeing across a broader spectrum of older foreign-born populations in Sweden.

The aim of this study is to investigate how older foreign-born adults in Sweden experience and navigate social connectedness as a determinant of wellbeing, addressing three key questions:


	- How do perceived gaps between relational aspirations and actual social networks influence their wellbeing?

	- In what ways do cultural backgrounds and migration experiences shape their sense of belonging in both private and institutional settings?

	- What strategies do they employ to maintain wellbeing while negotiating identity and belonging in a new cultural context?





Materials and methods


Study design and setting

The research design for the study is based on the Glaserian paradigm of Grounded Theory (31), which emphasizes a systematic, iterative process of data collection and analysis. Key elements include theoretical sampling (selecting data based on emerging concepts), constant comparison (comparing data to refine categories), and theoretical saturation (stopping when no new insights arise). The research setting was a medium-sized municipality in southeastern Sweden with nearly 30% foreign-born population but otherwise a demographic composition that was representative of the average of the country.



Participants

The study utilized qualitative data comprising five focus group discussions and one individual interview, conducted between October 2024 and February 2025. Participants were foreign-born individuals aged 60 years or older who met the inclusion criterion of being capable of engaging in conversations independently. To ensure representation across key dimensions such as immigration history, socioeconomic status and cultural background, several sampling strategies were employed. While we aimed to balance all these factors, primary sampling considerations focused on variations in age and migration-related characteristics - specifically country of birth, length of residence in Sweden, and age at immigration. These were prioritized due to their anticipated relevance to the study’s objectives.

The study used participants’ first languages as a proxy for cultural differences, organizing focus groups into one Chinese-speaking, one Finnish-speaking, two Arabic-speaking, and one Spanish-speaking group. This selection served a dual purpose: (1) representing the demographic composition of Sweden’s older foreign-born population, where Finnish and Arabic speakers are among the largest groups, and (2) capturing cultural dimensions aligned with the World Cultural Map (32). While Finnish, Arabic, and Spanish speakers reflect major immigrant communities in both Sweden and the study municipality, Chinese speakers - despite their smaller local and national presence - were included to provide linguistic and cultural contrast beyond the Indo-European and Afro-Asiatic language families (33).

Following the Chinese focus group, we conducted an individual interview with an 80-year-old Chinese-speaking participant (C5) who opted out of the group session but agreed to a one-on-one format. Respecting the participant’s preference for comfort aligned with Glaser’s (31) “all is data” principle, and we anticipated that this approach might enrich the dataset by capturing a deeper, uninterrupted perspective distinct from group dynamics. Preliminary analysis, however, revealed minimal variation attributable to age differences, leading us to prioritize migration status as a more salient factor in subsequent stages.

Recognizing substantial heterogeneity in immigration backgrounds and socioeconomic status within Sweden’s Arabic-speaking population, we strategically divided participants into two distinct groups: Swedish-speaking and non-Swedish-speaking, reflecting differing levels of integration. After initial sessions, we limited group sizes to 4–6 participants to ensure equitable speaking opportunities - a critical consideration given many participants’ limited Swedish proficiency. While traditional focus groups typically consist of 6–8 participants (34, 35), smaller groups of 3 or 4 participants are methodologically justified for participants with specialized knowledge, hard-to-reach populations or sensitive topics (36–38). Given the language barriers and recruitment challenges inherent in studying older migrants, this study employed “mini-focus groups” (38, p.17) to prioritize meaningful interaction and participant comfort. Notably, one Chilean participant withdrew immediately prior to the session, resulting in a final Spanish-speaking group of three. While we debated recruiting an additional group to mitigate potential data limitations, practical constraints (e.g., time) precluded this adjustment.

Table 1 is a list of all the 23 participants. The list is arranged in the order of interviews.


TABLE 1 List of participants.

	No.
	Age/Gender/Marital status
	Reason for immigration
	Country of origin
	Age at the time of migration
	Years lived in Sweden
	Years of formal education
	Employment status

 

 	C1 	69/Female/Divorced 	Family 	China 	31 	38 	16 	Working


 	C2 	63/Female/Married 	Work 	China 	23 	40 	12 	Working


 	C3 	62/Female/Married 	Family 	China 	25 	37 	16 	Working


 	C4 	66/Female/Married 	Family 	China 	48 	18 	12 	Pensioner


 	C5 	80/Female/Married 	Family 	China 	35 	45 	16 	Pensioner


 	A1 	62/Male/Married 	Asylum 	Iraq 	45 	17 	24 	Working


 	A2 	62/Male/Married 	Asylum 	Iraq 	45 	17 	16 	Working


 	A3 	62/Female/Married 	Asylum 	Iraq 	46 	16 	20 	Working


 	A4 	64/Female/Widow 	Asylum/Family 	Syria 	19 	45 	11 	Working


 	A5 	60/Female/Married 	Asylum/Family 	Turkey 	13 	46 	13 	Working


 	A6 	60/Male/Married 	Asylum 	Iraq 	37 	23 	13 	Working


 	F1 	62/Female/Divorced 	Family 	Finland 	6 	56 	11 	Working


 	F2 	85/Female/Married 	Work 	Finland 	30 	54 	9 	Pensioner


 	F3 	85/Male/Married 	Work 	Finland 	30 	54 	6 	Pensioner


 	F4 	69/Female/Divorced 	Family 	Finland 	19 	50 	10 	Pensioner


 	F5 	78/Female/Single 	Family 	Finland 	29 	49 	8 	Pensioner


 	A7 	64/Female/Married 	Asylum 	Iraq 	45 	19 	9 	Pensioner


 	A8 	68/Female/Widow 	Asylum 	Iraq 	60 	8 	15 	Pensioner


 	A9 	64/Male/Married 	Asylum 	Iraq 	47 	17 	16 	Working


 	A10 	67/Male/Married 	Asylum 	Iraq 	49 	18 	18 	Pensioner


 	S1 	67/Female/Divorced 	Asylum/Family 	Chile 	24 	43 	12 	Pensioner


 	S2 	76/Male/Divorced 	Asylum 	Chile 	39 	37 	12 	Pensioner


 	S3 	68/Female/Married 	Asylum/Family 	Chile 	22 	46 	15 	Pensioner




 



Recruitment of participants

Participant recruitment employed a multi-pronged approach tailored to availability and context. The first author visited various meeting places frequented by older adults, including eight municipal social centers designed to promote activities and social engagement among older individuals and people with disabilities. Notably, while these centers were distributed across major city neighborhoods—including several located in areas where approximately 80% of residents were foreign-born—we observed almost no attendance by older non-European immigrants at any of these locations. This observation sparked our interest in understanding the reluctance of older immigrants to participate in social activities with native Swedish peers. While we initially sought to recruit diverse participants for focus groups, we encountered significant challenges in encouraging them to either engage in conversations with strangers or travel to unfamiliar locations, ultimately necessitating alternative recruitment strategies.

As a result, we pivoted to collaborating with three local cultural organizations serving immigrant communities: a Finnish social center, a multicultural association, and a Syrian Orthodox church. After interviewing representatives from each organization, we requested their assistance in disseminating study information to potentially eligible members. This approach successfully enabled recruitment for both the Finnish and Arabic-speaking focus groups.

We acknowledge that Syrian Orthodox church members represent only one segment of the Arabic-speaking cultural spectrum, and that Finnish social center attendees may reflect particular social network preferences. This recruitment strategy inherently involved trade-offs between sample diversity and participant comfort—a deliberate choice prioritizing participants’ ease of engagement in the research process.

Participants in the Chinese-speaking and Spanish-speaking focus groups were recruited through a combination of convenience sampling (39) and subsequent snowball (network) sampling (39).



Data collection

One general question was asked at all our focus group discussions: “who do you turn to if you need someone to talk to or if you need some assistance?” The discussion guide explored four key themes: (1) the composition and supportive functions of participants’ social networks, (2) the role of social relationships in health and wellbeing during aging, (3) how migration backgrounds shaped social connectedness, and (4) experiences with Swedish authorities (particularly healthcare). The same guide was adapted for use in the individual interview with the Chinese-speaking participant. The length of focus group discussion sessions and the individual interview was between 70 and 90 min. At the end of each session the participants were always asked to answer a structured questionnaire about their personal data: name, age, country of birth, years lived in Sweden, age at the time of immigration to Sweden, motive for migration, marital status, years of formal education, and employment status. All focus group discussions and the individual interview were conducted by the first author, with one session including another researcher from the team participating digitally as an observer. Discussions with the Chinese-speaking participants were conducted in Mandarin, the first language for the first author, also an authorized and active Mandarin-Swedish interpreter. The remaining focus group discussions were conducted in Swedish. A registered interpreter by the Swedish Kammarkollegiet was employed to the second Arabian focus group discussion. All interviews were audio-recorded and transcribed verbatim. A field research memo was written after each session, to document the researcher’s impressions of the participants, group dynamics, participant interactions, situations during discussions, and reflections on the primary findings and strategies for future recruitment of new focus groups.



Member checking

Member checking was conducted by returning all transcriptions to participants for accuracy verification and resonance with their experiences. All participants approved the final transcriptions.



Ethics approval and consent to participate

The study was approved by the Swedish Ethical Review Authority (Dnr: 2023-04950-01). Codes have been used to protect the participants’ anonymity. Both oral and written information about the study and consent forms were provided when contacting potential participants. Data collection began only after participants have given their verbal and written consent. Information about the study and consent were reiterated for all participants before each session. No data on political opinions or religious beliefs were collected.



Data analysis

All data were analyzed using grounded theory methodology (31). The analysis proceeded in two phases: First, each session was coded individually; subsequently, constant comparative analysis was applied across all transcripts. The Chinese-speaking participant’s individual interview underwent initial separate analysis before being systematically compared with the Chinese-speaking focus group data. Upon confirming thematic consistency between these datasets (with no significant categorical discrepancies observed), the individual interview data were incorporated into the focus group analysis. The data from the sessions, along with the research memos, were examined line-by-line, with open coding applied to capture the informants’ perceptions and experiences. The data was conceptualized and coded into categories. Initial concepts and categories included for example “deep understanding,” “sense of belonging,” “recognition,” “identity and identification,” “acknowledgment vs. invalidation,” “reflection and revaluation,” and “acceptance and reconciliation.”

After analyzing the first four focus groups with Chinese speakers, the first Arabic-speakers, and the Finnish speakers, the core category “a quest for understanding” emerged, supported by subcategories “wanting to be understood,” “wanting to understand,” and “reaching for reconciliation.” To determine whether these findings were consistent among Arabic-speaking communities in Sweden, we conducted a second focus group with participants who had relatively shorter residency periods and varying levels of Swedish proficiency. Notably, their experiences aligned with the existing categories, further reinforcing the emerging patterns.

Finally, theoretical sampling (31) was used to recruit the Spanish-speaking focus group. This approach aimed to collect additional data related to emerging concepts, identify gaps, and refine the theoretical model. The new insights enhanced the depth and robustness of the core category and subcategories, confirming that theoretical saturation (31) had been achieved.

A new research memo was developed to synthesize and analyze the relationships between all emerging concepts and categories. Once the framework of hypotheses stabilized, we systematically reviewed relevant literature, including theories and policy documents on health and wellbeing, culture, social capital, and research on social networks among older migrants. Using emergent fit (40), we incorporated components of pre-existing theories that aligned with our data, treating them as new evidence for comparison with the emerging hypotheses. This process preceded the integration of final conclusions.

Following each interview, the research team collectively analyzed the generated data, including interview transcripts and research memos. To ensure the trustworthiness of the findings, we conducted peer-debriefing sessions with the first author, who served as the primary coder (41). Additionally, we systematically sought disconfirming evidence (42) to validate that our findings accurately represented both individual interpretations and the shared perspectives on the issues examined.




Results

The participants chose to engage in meaningful social relationships that provided a context in which they could best understand others and be understood by others. This was because they perceived the essence of social interaction as an opportunity to explore, express, and affirm their thoughts, feelings, and experiences. This manifested as a core phenomenon - a quest for understanding - comprising three interrelated dimensions:


	• Wanting to be understood, reflecting their need for recognition, inclusion, and appreciation of their unique experiences, cultural identities and personal histories;

	• Wanting to understand, demonstrating their reflections on both shared challenges and distinct cultural strengths when they navigated their identities and integration into Swedish society; and

	• Reaching for reconciliation, representing their ultimate pursuit of both self-acceptance and acceptance within their social world.



These findings revealed the participants’ dual needs for validation through being understood and connection through understanding others. The two primary desires proved complementary rather than contradictory: as participants developed empathy for others’ perspectives, they simultaneously created conditions for reciprocal understanding of their own experiences. Over time, this process evolved into a deeper reconciliation of cultural, relational, and generational divides, enabling participants to negotiate their evolving identities while seeking common ground, as they tried to adapt to the social world they inhabited in.

In the following presentation, the first two subcategories (wanting to be understood and wanting to understand) are structured according to focus group discussions, as notable homogeneity within groups—and divergence between them—arose from varying cultural distances from Swedish society and differing migration backgrounds. In contrast, the final subcategory (reaching for reconciliation) is presented from individual perspectives, as participants across all groups sought to depict their social lives in a holistic, nuanced manner, with minimal intergroup variation.


Wanting to be understood

The findings revealed that participants predominantly sought social connections with compatriots who shared their first language and life experiences, while facing varying degrees of difficulty building relationships with native Swedes. These challenges stemmed from language barriers, cultural distance, the reserved nature of Swedish social interactions, and societal prejudices—particularly toward Arabic-speaking communities. Participants from these groups, including long-term residents who identified as both Swedish and culturally hybrid, reported being stereotyped or perceived as “outsiders” despite their integration efforts.

The Finnish-speaking participants were unique in reporting that they did not perceive themselves—nor were they perceived—as immigrants. Nevertheless, they valued gatherings with fellow Finns, where they could speak Finnish and engage in shared cultural practices such as Finnish music, art, cuisine, and handicrafts. They usually celebrated all the traditional Finnish holidays together. Notably, they emphasized cultural distinctions between Finns and Swedes, attributing these differences to Finland’s historical experiences of war and poverty, which shaped a distinct national mindset. Some referenced the prejudices faced by earlier Finnish immigrants in Sweden during the 1950s–1970s, many of whom had migrated due to post-war hardships. A lingering “little brother versus big brother” dynamic with Sweden also persisted.

F3: “We’ve lived in Sweden for a very long time. We’re really happy here - there’s nothing missing. But we always vacationed in Finland when we were working and in the first years of our retirement.”F2: “I enjoy living in the countryside, and I like being here. I feel comfortable when everyone speaks Finnish. I’ve only learned a little Swedish.”F4: “This place actually means quite a lot. It’s the language and the sense of community. For those who are alone, this means something extra. Personally, I’ve served on the board of the Swedish Rheumatism Association and coached for the local swimming club. So I have both. I’m on both sides. And it’s really fun that I get to do that.”


Like the Finns, the Spanish-speaking participants reported good integration after nearly five decades in Sweden, with Swedish friends, colleagues, neighbors, and even family members. Yet, they still identified themselves as immigrants, citing two key factors. One was language barriers: Their self-perceived imperfect Swedish affected how seriously they felt they were taken. Another was cultural differences in sociality: They described Latin American social interaction as more expressive, with music and dance as intrinsic to identity and emotional expression.

S3: “My husband, who is fully Swedish, spends much more time with us than with Swedes. He thinks it’s very pleasant. There’s always lots of food, music, and dancing when we get together. Music is something in our genes - I’ve been playing since childhood.”S2: “My daughter is married to a Swede. She’s kind and always invites me to their place for Christmas. But I feel like it’s just ‘how are you?’ and ‘fine, thanks!’ It’s a bit dull at the Swedes’ place. They do not speak Spanish. I might as well stay home and listen to my old cassettes.”S3: “But after all, I think we Chileans have managed pretty well in Sweden, do not you agree?”S2: “Absolutely! I’ve had lots of friends over the years - Swedes, Finns, immigrants from all over.”S1: “I think it depends a bit on where you end up - what workplaces, what social circles, what environments.


The local Chinese community was relatively small compared to other immigrant groups and lacked organization. The Chinese-speaking participants described pronounced social isolation, struggling to form meaningful connections with either Swedes or fellow Chinese. They identified greater linguistic and cultural distances than other immigrant groups, with Swedish cuisine posing a particularly symbolic challenge—framed not just as dietary discomfort but as a cultural and existential longing for familiarity. They emphasized that only Chinese peers of similar age and life experiences could fully understand their perspectives. Additionally, they noted a lack of cohesion within the Chinese community, citing mutual distrust and lower tolerance among compatriots compared to other immigrant groups.

C2: “Of course it’s important to have friends! But it’s so difficult with Chinese people.”C4: “Chinese people are the worst at sticking together.”C3: “I agree.”C1: “Yes, say what you will about those from the Middle East and Africa - they really stand up for their countrymen like brothers and sisters when it matters, for real! It makes you envious. We Chinese are far too lacking in this regard.”Moderator: “But I asked about your social relationships and networks, and so far you have only talked about Chinese people you have met in Sweden. Should I interpret this as meaning you think relationships with other compatriots in your environment are important?”C1, C2, C3, C4: “Of course it’s important!!”Moderator: “Why is that?”C3: “It’s that depth of understanding. My Swedish husband really wants to understand me - I have a kind husband - but sometimes it’s hard to make him understand when I want to explain more complicated thoughts and feelings. There’s a little empty room that’s hard to fill. He cannot feel what I feel.”C2: “It might be about language. Maybe you have difficulty fully conveying what you feel. You meet halfway.”C1: “It could also be about life experiences. It’s so much easier to understand each other if you have lived in the same country during the same time periods.”C3: “Then there’s food too. Food is important.”C1: “Food is a big deal. In this regard, we Chinese are truly different. We stand out in the world - maybe we are only similar to a few other East Asian countries. Actually, Middle Eastern food is not all that different from Swedish food. They can appreciate each other’s cuisine. Even African food is closer to European food.”


In contrast, Arabic-speaking participants expressed strong solidarity with compatriots and other Middle Eastern communities, rooted in shared language, history, and social customs. Many cited the church as a central hub for cultural preservation, offering activities for all ages—from children and working-age adults to older pensioners. These included traditional festivals, language classes, handicrafts, and charity work. The congregation also organized separate activities tailored for women and men, fostering a sense of community across generations and genders. At the same time, they reported a sense of resignation when it came to integrating into Swedish society, describing persistent barriers to forming friendships with Swedes and structural challenges like employment discrimination.

A7: “When you come here alone, you really need someone you know you can turn to. I’m grateful for my congregation - I’m here often. I have several close friends who also belong to this church community.”A8: “Not long ago, I had surgery. When I recovered enough to go out, my first destination was coming here to the congregation.”A10: “Swedes aren’t really into community. I find them a bit difficult and dull. When I first came to Sweden at 48, I wanted to integrate into Swedish society - but I could not. I could not break into the job market. Socially, though, we have no shortage of community among ourselves. We have our immediate families, who meet daily or weekly; then extended relatives like cousins we spend time with; and beyond that, there’s our congregation - lots of compatriots or people from the same region who meet once, twice, or three times a month. We throw parties when we gather. Our families also visit each other often.”


Even those who immigrated young and spent most of their lives in Sweden shared these frustrations, feeling misunderstood and undervalued due to stereotypes and non-recognition of their qualifications.

A4: “I came to Sweden long ago, and I’ve worked here my whole life. Yet I still do not have many Swedish friends - and it’s not because of the language. Once, I asked a neighbor who was my age if we could spend time together. But during our walks, all her questions were about money: ‘How could you, a widow with kids, afford a house? Where did the money come from?’ Finally, I told her: ‘My husband worked himself to death here. We pay taxes, just like you. We’ve done right by this society.’”A5: “We’ve lived in this country for a long time. We’ve worked, paid taxes, and done our part - so we have the right to speak up about what we think. I’ve lived in this area the whole time, and it’s changed a lot. At first, I had many Swedish friends, but as people from all over the world moved in, most Swedes left. So no, we do not have much contact with Swedes anymore.”


In conclusion, participants consistently found the deepest understanding among those who shared their language and life experiences, reinforcing their reliance on ethnic communities. While Finnish and Spanish speakers felt accepted (if not fully understood) by Swedish society, Arabic and Chinese speakers reported more systemic exclusion. The former derived strength from tight-knit communities, whereas the latter grappled with a broader sense of displacement.



Wanting to understand

The question of social relationships prompted participants to reflect deeply on their lived experiences, sparking moments of introspection. This desire to understand extended beyond personal connections to include their aspirations to comprehend both Swedish society and their heritage cultures, which continued to shape their identities in profound ways.

Arabic-speaking participants observed that immigrant segregation from native Swedes had intensified over time, particularly for Middle Eastern communities. They attributed this to four interrelated factors. One was language barriers: While acknowledging labor market discrimination, they noted their children—who spoke fluent Swedish—integrated more easily, suggesting age of arrival and language proficiency were pivotal to social acceptance. Another was cultural distance: They reinterpreted Swedish reserve as a cultural norm rather than exclusion, observing similar behavior among Swedes with family and friends. The third was negative stereotypes: They critically reflected that some immigrant groups’ misconduct (e.g., youth gang crime) exacerbated prejudices affecting all immigrants. The last reason was policy failures: They found political efforts appeared more focused on maintaining public approval than addressing systemic social issues. Despite these challenges, they expressed strong appreciation for Sweden’s rule of law, welfare system, and governance, viewing it as their permanent home. To bridge understanding, their community organizations regularly hosted Swedish officials (e.g., police, healthcare workers) for dialogues on societal systems.

A8: “If you compare Sweden with many other countries, we have it much better here.”A7: “There are many positive aspects of Swedish society. Everyone is pleasant - at the healthcare center, the Social Insurance Agency, really everywhere when dealing with government offices. At the hospital, they do everything - they ask how we are feeling, what we need. When you arrive, they greet you; they thank you when they leave. They do everything. This is rare in other countries.”A10: “We’ve learned many things. Above all, we have learned patience. You must queue. You must be on time. There are rules. Right must be right. The law is the law. Even though we are not fully accepted by the Swedes, we are ready to fight for this country - because this is our land now.”


The Chinese-speaking participants identified a lack of institutional guidance as a major hurdle, particularly given Sweden’s complex legal and cultural differences from China. Their proposed solution was a community-led chat group, where established Chinese diaspora could share practical knowledge (e.g., navigating bureaucracy) to ease newcomers’ transition. They believed that only a Chinese peer - particularly one who had navigated the transition between Chinese and Swedish contexts - could effectively identify which aspects of Swedish society might prove most surprising, confusing, or institutionally critical for newcomers.

C4: “As someone who does not speak Swedish, I enthusiastically support having a functioning local Chinese network! Even just a chat group goes a long way. Whenever I have a question, someone in the group who knows will answer. There’s so much bureaucracy for everything in Sweden.”C1: “It’s good we can help each other. There’s a real need for this.”C2: “I think we should also meet sometimes and get to know each other better, do things together if people want. Those who are better off could contribute a little more to those struggling. But everyone must contribute. It needs to be a mutual, balanced, and fair relationship.”


In contrast, discussions among Finnish- and Spanish-speaking participants focused less on integration struggles and more on preserving their heritage while enjoying bicultural fluency.

The Chileans nostalgically recalled the golden 1980s, when thousands of immigrants from Chile and other Latin American countries arrived in this city, when cross-cultural activities (playing football, boxing, dancing) fostered solidarity with the locals. Back then, everyone was friends. Though less active now, their community remained tightly knit, mobilizing for crises for their compatriots in Chile and in Sweden. They established a local Spanish-language radio station, sustained through collective volunteer efforts, which had become their digital gathering place. They broadcasted news and music from Latin America, sometimes even receiving calls from Chile. The radio station served as an acoustic bridge, rendering their distant homeland simultaneously remote and proximate - geographically far yet culturally immediate.

One of the participants, S2, had worked for the radio as a volunteer for many years.

S2: “I do it because on the radio, I can do so much of what I love. People call in, and we discuss music, travels, anything at all. It’s a lovely way to socialize. I used to host my own show called The Corner.”S1: “The Romantic Corner! He played beautiful romantic music!”S2 (laughing): “Yes, gorgeous romantic songs from around the world! But then people started complaining that I played Swedish and English tracks too. They only wanted Spanish music!”S3: “This radio station has become vital for us Chileans in town. I even feel a bit empty when I’m traveling and cannot tune in. We do not meet as often anymore, but if something happens back home or a fellow Chilean faces hardship, we always hear the news on the radio and rally to collect funds. We’re still here when it matters.”


The Finnish speakers viewed themselves as custodians of a diminishing cultural heritage in Sweden, particularly as new Finnish migration had ceased. This perception persisted despite Finnish Swedes’ status as a recognized national minority in Sweden - a designation that guarantees official protection and preservation of the Finnish language and culture. The participants gathered weekly simply to speak Finnish, underscoring the language’s vital role in fostering a sense of unity and belonging within the community. They emphasized the psychological toll of aging in a non-native language. Struggling to express complex emotions, memories, and thoughts in a second language could be deeply frustrating and stressful, particularly for those who never had the chance to become fluent. The added challenge of potential dementia in old age might further complicate their situation. This was why many desired to move into a Finnish-focused nursing home with Finnish-speaking staff when they could no longer manage on their own.

F1: “I work at a nursing home with a Finnish profile - meaning we incorporate both Finnish and Swedish cultures. We have two dementia units. Language is crucial here. We have staff who speak Finnish, because often when dementia progresses, residents lose their Swedish language skills. When it’s someone like my mother, who’s experiencing early memory loss, having caregivers who speak Finnish makes all the difference. It lets her age with dignity.”Moderator: “So dignity is what’s at stake here?”F1: “Exactly – it’s about being truly understood.”F4: “It’s about being truly seen. I myself will turn 70 next year. In 10 years, I’ll be 80. It’s approaching. I’m so grateful that Finnish-speaking nursing homes exist here. The best thing is that they embrace both Swedish and Finnish languages and cultures, though as the years pass, I suspect I’ll need Finnish more and more. My son and I are close, but we have lost our Finnish connection. He spoke it as a child, but now. it’s gone.”F5: “I just hope there will still be spots available for us when the time comes - those Finnish nursing homes!”


In conclusion, with thoughtful reflections, the participants tried to navigate dual cultural worlds with both intellectual curiosity and profound respect - a perception stemmed from their fundamental need to comprehend both their adopted social realities and their transforming selves.



Reaching for reconciliation

The participants were consciously negotiating between their aspirational wants and needs (cultural preservation, meaningful connection, generational continuity) and their actual living circumstances (integration challenges, cultural gaps, evolving identities). This process manifested as they reflected on their life journeys, developing nuanced understandings of social relationships that balanced cultural negotiation (preserving heritage while adapting to Swedish society), relational equilibrium (needing connection yet valuing independence), and generational acceptance (releasing expectations while finding new meaning in their descendants’ integration). The term “reconciliation,” rather than mere “acceptance,” emphasizes the active deliberation behind this stance - participants did not passively surrender to circumstances but engaged in continuous meaning-making to align their ideals with reality.

While some participants acknowledged the challenges of integrating into Swedish society, most had negotiated a balance between their dual identities as immigrants and long-term residents. This delicate equilibrium was perhaps best illustrated by one participant’s story (A7, smiling): “My Swedish neighbor and I had a little ritual for years. I’d bring her freshly baked bread - she’d take it with a quick ‘tack!’ through a barely opened door, never inviting me in. But that was our dance, you know? She kept her ways, I kept mine, and somehow that worked just fine.” Her reflection resonated with others in the group, including A9’s pragmatic observation: “This is the way they are, and that is the way we are - it’s simply how things are, and we must learn to live with it.” Together, these accounts reveal a quiet recognition that full assimilation into Swedish norms - or full acceptance as equals - might remain elusive. Yet within that space, participants cultivated a hard-won mutual understanding, choosing respect over resistance while preserving their own cultural rhythms. This sentiment was echoed by another participant, who simply stated, “People are just different, and that is alright” (S3), encapsulating a pragmatic acceptance of diversity without the expectation of complete integration. This acceptance of cultural differences allowed them to navigate their lives with a sense of peace. They valued the trust they placed in Swedish institutions and the stability Sweden providing, often describing it as the best place to live despite the social and cultural barriers they faced in their personal contacts with native Swedes. Even though some had considered moving back to their home countries after retirement for a more comfortable aging - with more favorable food, climate, cultural activities and social community - most participants now regarded Sweden as their home, not only because of the lives they had built here but also because of their children and grandchildren. After all, “home is where my children and grandchildren are,” as several participants poignantly stated.

One point of consensus among participants across all groups was the growing cultural gap between themselves and their younger descendants, as one participant starkly observed:” The best scenario is to grow old surrounded by family. But my daughter has already told me quite plainly: ‘I see how you care for your mother, but I will not be able to take care of you the same way you have cared for her’” (C5). Older generations emphasized the importance of family unity, respect for traditions, and, most notably, the expectation that their children would take responsibility for them in old age. However, this expectation was not merely about practical support - such as providing physical care or financial assistance - but also about emotional solidarity and a sense of enduring familial devotion. For many, true care meant not just doing for one’s parents but caring about them - maintaining close bonds, showing affection, and ensuring that older people felt valued rather than abandoned. This deeper, affective dimension of care was often what participants felt was most at risk as younger generations assimilated into individualistic norms. This disconnection fosters some frustration and a sense of loss among the participants. “I cannot force them to like my language and my culture,” one participant (S2) remarked, encapsulating the bittersweet acceptance of this reality. At the same time, they also acknowledged that their children and grandchildren had become a bridge to Swedish society, offering them opportunities to learn about and integrate into the culture more deeply than they might have otherwise. Despite their own challenges and struggles, they found comfort in knowing that their children had achieved a level of integration they themselves could not, viewing it as a testament to their sacrifices and efforts. This reconciliation allowed them to let go of the expectation that their cultural legacy would be fully embraced by their descendants.

For many participants, aloneness was not merely a state of isolation but a conscious pursuit with two distinct yet intertwined purposes. First, it served as a retreat from social interactions perceived as hollow or draining - a way to preserve dignity and emotional wellbeing by rejecting the superficial. As one participant succinctly put it, “Sometimes, being alone is better than being in bad company” (C5). This sentiment was especially prominent among Chinese participants, who often framed solitude as a boundary against unsatisfying relationships, prioritizing quality over quantity in their social lives. Yet solitude also held a more profound, affirmative role: a space for self-discovery and a deepened relationship with oneself. Freed from the noise of obligatory socialization, participants engaged in introspection, creative hobbies, or immersive experiences in nature. “I find everything I need in the forest,” shared one Finnish participant living in a rural area, “I feel a connection with nature and the animals that is more fulfilling than many human relationships” (F3). Here, solitude transcended mere withdrawal; it became a way to engage more deeply with life itself - to observe, reflect, and ultimately redefine what meaning and connection could entail.

A clear consensus emerged among participants: the ideal social relationship was one of balance. The first balance was between autonomy and connection - individuals should maintain a strong sense of self while engaging with others. The second involved self-sufficiency and interdependence: they valued the ability to manage daily life independently yet remain open to leaning on others when deeper connection was needed. Beyond these dualities, many aspired to a vision of belonging that felt both personal and universal - one that transcended labels like “immigrant” and embraced a shared identity as human beings. As one participant poignantly remarked, “I am friends with everyone, and everyone is my friend” (S1).




Discussion

This study illuminates how older migrants in Sweden navigate belonging through a quest for understanding - a struggle to align vital social goals with lived realities. Below, we discuss these dynamics through three research lenses: relational gaps, cultural scripts, and agentic resilience.


Relational gaps and divergent wellbeing outcomes

Consistent with Nordenfelt’s theory of wellbeing as goal-reality alignment (22), participants’ relational gaps - the disparity between desired and actual social connections - varied significantly by cultural-linguistic background, with profound implications for wellbeing.


	• Finnish speakers’ minimal gaps reflected their intersectional advantages: national minority status, geographic proximity, and decades of community advocacy that mitigated early discrimination. Their bilingual fluency enabled access to both Finnish and Swedish social worlds, allowing them to preserve cultural identity while integrating structurally (e.g., Finnish nursing homes).

	• Arabic speakers faced systemic marginalization despite strong intra-group solidarity. While their tight-knit communities provided emotional support, exclusion from Swedish circles persisted due to language barriers and cultural stereotypes. Even long-term residents who self-identified as Swedish reported being perceived as outsiders, highlighting how prejudices compounded relational gaps.

	• Chinese speakers endured the largest gaps, with neither robust ethnic networks nor Swedish inclusion. Cultural distance (e.g., food as symbolic displacement) and mistrust among compatriots left them doubly isolated. Their struggles reflected a scarcity of social resources - linguistic, institutional, and communal- to bridge aspirations and reality.



These disparities align with Bourdieu’s social capital theory (13): Finnish-speaking participants’ cultural/linguistic capital facilitated access to Swedish networks, while Arabic and Chinese speakers’ exclusion perpetuated inequality, limiting their ability to convert social ties into wellbeing.



Cultural scripts and belonging in private vs. institutional spaces

Arabic-speaking participants expressed profound appreciation for Sweden’s public systems - healthcare, rule of law, and welfare. Such trust anchored their belonging at a structural level, with many declaring Sweden their permanent home. Yet this official belonging contrasted sharply with the social exclusion they experienced in daily life. This duality aligns with Ager and Strang’s (43) framework, where institutional integration (e.g., access to services) can occur alongside persistent social and cultural barriers. In contrast, Chinese participants lacked even this institutional foothold, citing opaque bureaucracy and minimal guidance. Their isolation was thus doubly compounded: excluded from both Swedish social circles and institutional support networks.

Hall (23) argues that culture provides mental “maps” through which people decode their experiences - what is familiar becomes “home,” while the unfamiliar is marked as “other.” These conceptual maps clarify why participants trusted Swedish institutions yet felt socially excluded: their cultural frameworks rendered them “legible” to systems but “illegible” in everyday Swedish life, a paradox in the multicultural Swedish society documented by Ålund and Schierup (44). This misalignment underscores that belonging requires not just structural inclusion but shared codes of understanding.



Understanding as the foundation of belonging

At the heart of participants’ narratives lay a quest for mutual understanding - a desire not only to be understood as individuals of worth but to understand the cultural codes of their adopted homeland. This reciprocal process emerged as the bedrock of belonging: without Swedes’ will to understand their histories, hybrid identities, or emotional languages, structural inclusion (e.g., residency, healthcare access) remained hollow. Finnish speakers’ relative success in achieving belonging reflects both their long-term residence and Sweden’s eventual recognition of their community as a national minority- factors that mitigated initial post-war discrimination. While their geographic, linguistic, and cultural proximity provided foundations for mutual understanding, it was the accumulation of shared time and institutional validation that transformed tentative acceptance into durable belonging. In contrast, Arabic and Chinese speakers faced asymmetrical understanding - they invested heavily in comprehending Swedish norms, yet felt their own identities were dismissed as incomprehensible. This asymmetry bred a belonging limbo: officially welcomed by Sweden’s systems yet socially orphaned by its people. The findings indicate that belonging cannot be legislated into existence; it flourishes only where understanding is mutual, curious, and unconditional.



Agentic resilience: negotiating identity and belonging

The study reveals how older migrants actively reconfigured their social worlds to sustain wellbeing amid gaps between aspirations and reality. Their strategies reflect pragmatic resilience - neither passive assimilation nor resistance, but a dynamic recalibration of identity and connection. Participants with linguistic/cultural capital leveraged dual identities to access resources while preserving heritage, or mediated between generations, with descendants facilitating Swedish connections. This aligns with Berry’s acculturation model (6), where integration (retaining heritage + adopting host culture) correlates with higher wellbeing. In contrast, participants with constrained fluidity cultivated alternative belonging by community solidarity. Arabic speakers transformed their church into a cultural hub, offering language classes and intergenerational activities. Chilean elders invented traditions through a volunteer-run radio station, broadcasting news and music in Spanish and mobilizing crises support. Chinese speakers accepted isolation but proposed self-help solutions (e.g., chat groups). All these created a parallel public sphere countering Swedish exclusion. Crucially, participants’ resilience strategies - from ethnic community-building to solitude - were not retreats from belonging but workarounds for understanding’s absence. Participants also recalibrated expectations to align with reality. While some Arabic speakers normalized Swedish reserve, diffusing resentment while acknowledging limits, some Chinese speakers attributed exclusion to perceived unbridgeable cultural distance, framing their language and traditions as uniquely opaque. While Arabic speakers externalized exclusion as a Swedish cultural trait, Chinese participants internalized it as a Chinese characteristic, reflecting divergent coping mechanisms under similar marginalization. Finally, many participants relinquished expectations of cultural transmission, instead valuing descendants’ integration as a legacy of sacrifice.




Conclusion and implications

This study, grounded in Nordenfelt’s theory of wellbeing and Hall’s cultural frameworks, reveals that older migrants’ social belonging in Sweden hinges on mutual understanding - a reciprocal process often disrupted by asymmetries in cultural legibility. Our findings indicate that belonging is multilayered. Finnish speakers’ long-term residence and minority status facilitated structural and relational belonging, while Arabic and Chinese speakers faced belonging limbo - legible to systems but illegible in everyday interactions. Participants’ resilience strategies varied by cultural capital: while bicultural fluency (Finnish/Chilean) enabled dual belonging, insular solidarity (Arabic) countered exclusion through ethnic institutions, self-reliance (Chinese) emerged where other resources were scarce. These reflect Bourdieu’s social capital disparities, underscoring how structural barriers shape agency. Our findings advocate understanding as policy imperative. Ultimately, the study reframes aging migrants’ wellbeing as a negotiation of belonging - where success depends not just on migrants’ adaptability but also on Sweden’s willingness to see them fully.


Methodological reflections

Reflexivity, a key strategy for ensuring credibility in qualitative research (45), was critical given the first author’s dual role as an immigrant and geriatric nurse. Her “insider” status may have facilitated recruitment and trust, enabling participants to share openly, but also risked shaping findings through personal preconceptions. Team discussions mitigated this by broadening interpretive perspectives.



Limitations and future directions

While this study captures diverse experiences, its recruitment through cultural/religious organizations may bias the sample toward socially engaged individuals. Future research should include isolated populations and explore intersections of gender, class, and migration history. Longitudinal designs could track evolving wellbeing across immigrational contexts.
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This study contributes to a deeper understanding of depression among Hispanic informal caregivers of older adults. As aging populations grow across Latin America and the U.S., it is essential to examine how sociocultural and demographic variables influence caregivers' mental health. A non-experimental, cross-cultural design quantitative research was conducted in Colombia, Mexico, and Puerto Rico-countries with strong representation in the U.S. Using the Psych Data platform and the Patient Health Questionnaire-9 (PHQ-9), a total of 1,194 informal caregivers were assessed for self-rated depressive symptoms and perceived social support. Multivariate statistical analyses were conducted using linear regression analyses and t-test to investigate the correlations between the sociodemographic profiles and depression symptoms of caregivers for older adults in primary care by country. The findings highlight associations between informal caregiving and gender, depression, age, education, employment, spirituality, and familism. Results showed that employment was positively associated with depressive symptoms (B = 1.452, p < 0.01), suggesting that work may add strain rather than serve as a buffer. Higher educational attainment appeared protective, potentially by improving access to mental health resources and coping strategies. Unexpectedly, spirituality also emerged as a significant predictor of increased depressive symptoms, challenging previous research that frames spirituality as protective. Considering the escalating population of minority older adults facing health decline, it is necessary to enhance comprehension of how these multidimensional variables influence caregiving. These findings underscore the need to tailor ethnocultural interventions to address caregiver burden and mental health disparities in underserved populations.
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Introduction

The United States and several Caribbean and Latin American nations are facing growing strain on their national budgets and health services due to the increasing demand for long-term support for their aging populations (1–4). In the United States (US), Mexico, Puerto Rico, and Colombia, the population age 65 and over is 18, 8.6, 23.4, and 9.4%, respectively (5, 6), and many of them prefer to remain at home for as long as possible. Empowering the older adult to remain in their homes promotes active lifestyles and preserves their independence, but it may also require family support and a culturally competent approach (7, 8). Many people will take on the role of a caregiver at some point in their lives. By gaining a better understanding of the factors involved in family caregiving and the effects on caregivers, we can improve support initiatives and promote greater equity (9). Family and/or informal caregivers for the older adult remain an underrecognized yet essential support system for individuals with cognitive impairments or functional limitations who remain at home. However, unpaid informal family caregivers serve as the primary support system for long-term care within individuals' residences, particularly among middle-aged and older adult individuals who provide care for their family members (10). An estimated one in five citizens in the US (1), one in six in Mexico (11) and Puerto Rico (12, 13), and one in 10 citizens in Colombia (14) have assumed a caregiver's role yearly. The purpose of this non-experimental, cross-cultural study is to enhance comprehension of multidimensional factors that impact depression symptoms among caregivers for the elderly in three Hispanic communities linked to migrants in the US.

Caregiving, when viewed from an anthropological perspective, is shaped by cultural constructs within society and influenced by biological, historical, and other macro and microsocial factors (15). Caregivers' motivations and willingness to care are underpinned by multidimensional factors such as religious and philosophical beliefs, a sense of duty, and the desire to reciprocate play significant roles in shaping the bonds, values, and beliefs associated with caregiving (2, 15, 16). For instance, the principle of honoring your parent rooted in Jewish-Christian-Catholic values, has been a foundational aspect of Hispanic families, reflected in some legal codes and transmitted across generations within the wider society.

However, the individual in the caregiving role focuses on immediate tasks, guided by representations that validate both the successes and failures of caregiving in a social context (15). As a result, most of the family caregivers face an elevated risk of burn-out, loneliness, anxiety, and depression due to the stress inherent in caring for a loved one (15–17). This risk may vary based on a range of factors.

In this context, this study investigates the relationship between the sociodemographic characteristics of informal caregivers and their levels of depressive symptoms, examines significant differences, and analyzes the extent to which psychosocial factors predict depressive symptoms in a sample from three Hispanic countries: Colombia, Mexico and Puerto Rico. The study provides additional insight into the impact of care-related depression among Hispanic caregivers in their country of origin. However, it is essential to recognize that how individuals address and cope with depression may differ significantly across diverse cultural contexts (15–18).

This study was guided by two complementary theoretical models. The first, the family ecological structural-systems model, conceptualizes caregiving across three interconnected levels: the microsystem (caregiver and immediate family), the mesosystem (community interactions and support), and the macrosystem (structural conditions influencing caregiving). In parallel, also guided by the model proposed by Falzarano et al. (19) emphasizes the role of familism and social support in shaping caregiver interventions, underscoring the need for culturally responsive strategies that address the specific needs of diverse ethnic groups.



Literature review

In the US literature, studies on family caregiver interventions have predominantly included participants who are white, non-Hispanic, and highly educated. This demographic restricts the applicability of the findings to a broader population. Hispanics in the US, in general, have had the highest life expectancy at birth of all groups (81.8 years), despite facing a disadvantaged socioeconomic profile (20–22). Among Hispanic migrant subgroups in the US, Puerto Ricans exhibit the highest mortality rate at 605.7 deaths per 100,000 individuals, followed by Mexicans at 523.7, Cubans at 489.1, and Colombians at 390 (23). Notably, all these rates are lower than those of non-Hispanic Caucasians, who have a mortality rate of 784, and non-Hispanic Black people, whose rate stands at 924 (24). These rates highlight the need to explore alternative methods of care and the challenge of understanding the macro- and micro sociocultural factors that contribute to serving these communities.


Cultural norms and caregiving

The personal ethnocultural and life experiences shape caregivers' perceptions, actions, and social approaches. For instance, in Hispanic cultures, familism often is linked to specific gender roles and those who do not fully embrace these values may experience higher levels of depression and anxiety (19, 25). Men's roles are typically seen as providers, protectors, emotionally controlled, and strength, while caregiving is often viewed as less relevant to their roles (26, 27). However, the data from Latino/Hispanic caregivers in the US discussed by Whitney et al. (28) identified them as male, high school diploma, being from Generation X, and caring for a parent or stepparent. The Hispanic women's role, in contrast, is expected to be as the nurturer, “the self-sacrificing mother” and the moral anchors within the family, which is described as Marianism (25, 29). Matriarchal structures also play a significant role, with mothers and grandmothers providing essential emotional support. Although traditionally assigned to women, caregivers must navigate the challenges of social expectations. Moreover, caregivers often appear to be divinely chosen, with God serving as a source of strength during challenging times when resilience is needed to overcome adversity (27, 30).

General studies of Latin America estimate that 37% of men and 63% of women spend over 60% of their working hours on unpaid care activities for infants and older adults (31). In Mexico, for instance, women account for 71% of care hours for individuals over 60 (32) whilst in Colombia feminization and social segregation are the main two adjective of their older adult population (33). In Puerto Rico, caregiving patterns are similar, with women over 65 often facing greater vulnerability due to limited participation in the formal labor market and economic dependency. Nevertheless, it can be asserted that within these societies, the role of caregiving is developed through the ongoing observation of the caregiving behaviors exhibited by close relatives.

Family plays a pivotal role in caregiving. Among the US white-non-Hispanic population, caregivers often identify themselves as “spouses/partners, children, siblings, or friends” of the care recipient rather than simply as “caregivers.” In some instances, within the communities of non-Hispanic Black people and Hispanic people, it is not uncommon for extended family members to take on caregiving roles. Familism, which is more common among non-Hispanic Black people and Hispanic communities, is a positive cultural value that highlights the importance of collectivism and close-knit family relationships (19, 34). McCleary and Blain (35) have shown that individuals with more traditional beliefs may assume their caregiving role out of obligation, which can exacerbate feelings of role captivity and distress. Tran et al. (36) posit that ethnocultural values may impact the perceived caregiving experience, burdens, changes in relationships with care recipients, and support. It is understood that familism varies based on the caregiver's relationship to the care recipient and its impact on psychosocial functioning (37). However, while familism can provide a robust informal support system, paradoxically may contribute to caregiver burden by creating strong obligations and deterring the utilization of external resources (19).

Self-efficacy, regarded as a cultural value, may be construed as originating from internalized expectations and beliefs (16). For instance, “personalization” among Latino caregiving dynamics may relate to genuine rapport, trustful bounding, which in generally is linked to reservations about including non-family members in care, respect for elders, and a collectivist approach (38, 39). While these values promote belonging and interdependence, they can also create stereotypes and stigmas around mental health.

Racial and ethnic variables play a role in shaping individuals' perceptions and evaluations of contextual elements. These factors, in turn, exert diverse influences on stress and coping mechanisms, with eventual impacts on caregiver outcomes be they positive and/or negative (19, 36). Peer-reviewed publications on caregivers' profiles are relatively scarce, and even more uncommon are cross-cultural studies contrasting Hispanic family caregivers' profiles. A range of valuable publications, predominantly in English, has explored this topic through a “one-size-fits-all” lens (39–42). Yet, cultural norms surrounding family obligation, familism, and ethnicity influence motivations for informal care, although the underlying factors remain unclear (16, 17, 29).

While it is recognized that current discussions and immigration policies in the US may have reinforced some stereotypes about the Hispanic community, it is important to acknowledge the rising population of ethnocultural minority older adults who are experiencing health challenges (43). This underscores the necessity for a deeper understanding of how cultural factors can affect and enhance caregiving. In the US, Mexicans, Puerto Ricans, and Colombians are among the top five largest populations in the Hispanic diaspora, but their cultural background and migratory status are not the same. In general, the literature is limited in exploring how individual and collective identity issues, along with associated emotions, influence the distribution of caregiving tasks. It overlooks the complexity of care decisions and their relationship to feelings and behaviors that are regarded as “appropriate” according to social norms of the nation (44). However, the literature also highlights that culturally adapted or linguistically congruent tools facilitate a better understanding of a phenomenon and may ultimately lead to better strategies for educating, training, or prompting groups in need, thus enhancing their skills to address their own challenges (45–47).



Psychological stressors to shape

Numerous studies indicate that caregivers frequently experience poorer health outcomes compared to non-caregivers (48). The caregiver's dedication and bond with the older adult lead to a burden of suffering from the adult's deterioration and their own emotional pain (49). Based on the AARP report “Caregiving in the United States” 29% of family members involved in high-intensity caregiving reported experiencing significant physical strain, while 49% reported notable emotional strain (40). Older adults with notable prevalence of depression, ranging from 5 to 30%, have significant effects, increasing the caregiver's burden (50). During the COVID-19 pandemic, Hurtado-Vega (51) noted that nearly 40% of Mexicans over the age of 60 with dependency conditions received care from informal caregivers. Precisely, Carrillo-Cervantes et al. indicate that Mexican caregivers experienced an additional impact on their own mental health, predominantly facing anxiety (27%) and a clinical concern with depression (14.9%), while a significant number (66.2%) experienced profound loneliness. These authors also found that psychosocial factors, the ages of caregivers and care recipients, and the duration of care accounted for 36% of the variance in role adoption, with loneliness identified as a significant predictor (52).

Alonso-Rodriguez et al. found that Colombian caregivers often experience anxiety due to the extensive responsibilities and exhaustion associated with caregiving. They noted that this anxiety is also connected to a lack of skills and limited access to resources needed to effectively manage these challenges (53). However, once caregivers receive training, they can develop effective decision-making skills and find meaning in their experiences. Training helps them cultivate coping strategies that reduce their anxiety levels (45). Increased knowledge and skills in caregiving enable caregivers to manage adversity more effectively and adopt active coping strategies, leading to reduced stress (54).



The interplay of sociocultural factors

Family systems, race, gender, income, religious affiliation, and culture may raise challenges when there is significant interdependence among the care recipient, live-in caregiver, and family support, as each relies on the others for their wellbeing (15, 48, 55–58). Family caregivers encounter ethical dilemmas arising from conflicting loyalties to the older care recipient and their own wellbeing (59). Caregivers may experience significant guilt or shame when expressing negative feelings or concerns about caring for the elderly (15, 16, 29). However, communities that are more socially cohesive may have greater trust in helping one another, which could be influenced by the type of living area—rural vs. urban—as well as local traditions (60). Ignoring these factors may harm the relationship between the caregiver and the care recipient, leading to less favorable outcomes (16).

Social support may reduce burden and depression, while warm and supportive family relationships predict positive caregiving aspects. Research indicates that certain caregivers may experience higher levels of burden compared to others. For instance, those in roles with more intensive care responsibilities, including managing challenging behaviors in addition to assisting with daily activities, may experience heightened levels of burden and depression (19). The literature indicates that the health outcomes of caregivers are significantly influenced by race and gender (61). The age of the caregiver is also linked to their feeling of loneliness, which may correlate with depression (62). Schulz et al. (4) highlighted that the caregiving intensity (defined by the number of hours dedicated to caregiving per week or month), family ties (particularly among wives), and cohabitation with the care recipient serve as relatively robust indicators of negative psychological repercussions. Kellner et al. (63) found that social embarrassment significantly influences caregiver depression, with consistent effects across different cultural groups (64). These variables emphasize the critical importance of addressing disparities to ensure equitable care for all.

Another critical aspect to consider is that many older adults prefer to receive care from family members. This trend has resulted in increased responsibilities for family caregivers and presents significant challenges for healthcare institutions. To understand the differences in perceptions, we focused on exploring the caregiving role embedded in the cultural roots of their country of birth. Considering the escalating ethnocultural population of minority older adults facing health decline, it is necessary to enhance comprehension of how cultural factors impact the caregiving process.




Materials and methods

This study employed a quantitative methodology with an exploratory, descriptive-correlational design, and was conducted in a sample from three Hispanic countries linked to migrants in the US. Specifically, the research was conducted as a non-experimental, cross-sectional study, meaning the variables were not manipulated and were measured at a single point in time.

During the sample selection phase, no official registry or database was available to determine the total number of informal caregivers in the participating countries. Consequently, calculating a statistically representative sample size was not feasible. Due to the challenges in accessing informal caregivers—particularly related to time constraints—a non-probability, convenience sampling method was used. This approach involves selecting participants based on predefined criteria and availability, and although it is commonly used in exploratory research, it limits the generalizability of findings to the broader population. The participants were recruited through collaborative efforts involving four academic institutions.

To be eligible for this study, caregivers had to be caring for someone who was not institutionalized. In addition, they had to meet inclusion criteria such as: being of legal age in their country of residence, providing care or support to at least one person aged 60 or older, not receiving a salary for their caregiving duties, being literate and able to use an electronic device (computer, tablet, or smartphone), and voluntarily agreeing to participate. Exclusion criteria included the presence of severe mental health conditions that could impair the participant's ability to understand or complete the study.


Participants

This research study included a total of 1,194 caregivers for older-adult individuals from Mexico (51%), Puerto Rico (32.3%), and Colombia (16.7%). Caregivers were identified as a family member—either a spouse, adult child, sibling, in-law, cousin, nephew or niece or close friend—who provided most of the day–to–day care for the cognitively or physically impaired individual. A variety of methods were employed to recruit participants for the study. Family caregivers of older adult individuals were invited and/or contacted through support groups, parishes or churches, care centers and/or daytime (respire) programs. In addition, in some areas included in the study, the community leaders were invited to disseminate the promotional poster. The invitations to participate were distributed in the municipalities or communities included, also using telephone messaging (SMS), WhatsApp groups, and/or contacts. Although the study was not experimental in nature, the sample distribution from Puerto Rico and Mexico effectively included participants from almost every region of their respective national territories, providing a comprehensive overview of the populations. Individuals from 28 out of the 32 states of the United States of Mexico participated actively and, in Puerto Rico, residents from all the 78 municipalities participated. In contrast, the sample distribution in Colombia was more limited. Surveyors focused on only 16 out of the country's 32 administrative geographic divisions, which may not fully reflect the Colombia's diversity and various demographic groups.



Ethical considerations

Ethical approval for this study was obtained from the Institutional Review Board (IRB) in Puerto Rico and from the Research Ethics Committee in Mexico; in Colombia, ethical approval was not required. All participants provided informed consent before participating in the survey, which was conducted electronically, using the digital platform PsychData (65). To uphold privacy, security, and confidentiality, the data was devoid of any information that could potentially identify the participants, and IP addresses were not collected.



Secondary data and scope of analysis

This study is a secondary analysis of data originally collected for a previous project (66). The current research builds on the original findings by narrowing the focus to the psychosocial factors such as educational level, employment, spirituality, and social support as protective factors against depressive symptomatology in informal caregivers. Thus, offering new insights and interpretations not addressed in the earlier publication. Only participants who completed the full Patient Health Questionnaire (PHQ-9) were included in this analysis, thereby increasing the sample size.



Questionnaires

The study consisted of a four-part self-assessment digital questionnaire with an estimated completion time of 20 min (65). The first part was an initial demographic assessment about the cognitively or physically impaired older adult person (caretaker) based on a standardized set of questions, to identify the needs and level of dependency on the primary informal/family caregiver. This part of the instrument also included items that build the caregivers' profile by country, including gender, age, marital status, number of children, employment, income, etc. Their situation and the relationship to the care recipient were assessed. The remaining sections of the instrument included a structured and standardized set of items designed to assess symptoms of mental disorders, specifically using the Patient Health Questionnaire-9 (PHQ-9) to evaluate depressive symptoms. Caregivers were asked to self-assess and to rate their health status. In this paper, we focus on signs of depression in the primary informal caregiver.



Tools and validation

The research was carried out in Spanish, with careful attention to idiomatic expressions and cultural differences that could impact the validity of intergroup comparisons. Given that, in some cases, a verbatim reproduction that precisely mirrors the original document, even in groups with the same main language, may not be the most culturally suitable method (67). Prior to distribution, the instruments were piloted with focus groups comprised of students in Mexico and Colombia. This pilot study sought to evaluate the clarity of the questionnaire, ensuring that the questions were precisely defined and easily understandable by the population. It is important to acknowledge that the participants in the focus groups had some differences compared to the characteristics of the intended study sample.



Patient health questionnaire-9 (PHQ-9)

The official Spanish version used of the Patient Health Questionnaire-9 (PHQ-9), was translated and validated by Pfizer Inc. This culturally and linguistically adapted version has been widely employed and psychometrically validated in clinical and community settings across Spanish-speaking populations, including Colombia, Mexico, and Puerto Rico. Across these contexts, the PHQ-9 has consistently demonstrated strong internal consistency, with Cronbach's alpha coefficients of 0.80 or higher, and maintains semantic equivalence with the original English version, indicating strong reliability (68–71). The PHQ-9 is a nine-item self-assessment validated instrument that asks participants to rate the frequency of symptoms they've experienced over the past 2 weeks (68–71). The items are based on a Likert scale. The total score ranges from 0 to 27, with higher scores indicating more severe depressive symptoms (PHQ-9 Score: between 0 to 4 = no depression symptoms; 5–9 = mild; 10–14 = moderate; 15–19 = moderately-severe depression; and the severe score of depression from 20 to 27).



Statistical approach

Statistical analyses were conducted using SPSS version 24. Descriptive statistics were used to summarize the sociodemographic characteristics of caregivers and caretaker. Pearson correlation analyses were performed to examine the relationships between caregiving-related variables, age, gender, and depressive symptoms. Independent samples t-tests were conducted to assess differences in depressive symptomatology according to employment status. Finally, a multiple linear regression analysis was carried out to evaluate whether spirituality, age, country, educational attainment, employment status and receives support for caregiving tasks function as protective factors against depressive symptoms. The results of statistical tests were considered statistically significant at p < 0.05.




Results

A total of 1,194 caregivers from Mexico (51.1%), Puerto Rico (32.0%), and Colombia (16.7%) participated in the study. Table 1 presents the demographic characteristics of the study sample, the majority of participants were women (74.3%), reflecting established gender norms in informal caregiving across these cultural contexts. Puerto Rico exhibited the highest proportion of female (84.6%) and filial caregivers (70.2%), suggesting the influence of specific cultural factors. Differences among caregivers in Puerto Rico, Mexico, and Colombia may reflect variations in cultural norms, socioeconomic factors, and healthcare systems. Puerto Rico might offer comparatively greater access to formal support, while Mexico and Colombia could face more challenges due to limited resources and fragmented services.

TABLE 1  Demographic characteristics of the study sample (informal caregivers).


	Characteristics
	Total
	Colombia
	Mexico
	Puerto Rico





	
	N
	%
	n
	%
	n
	%
	n
	%



	Sample
	1,194
	100
	200
	16.7
	611
	51.1
	383
	32.0



	Gender



	Female
	887
	74.3
	155
	77.5
	408
	66.8
	324
	84.6



	Male
	307
	25.7
	45
	22.5
	203
	33.2
	59
	15.4



	Age



	18–20
	18
	1.5
	3
	1.5
	15
	2.5
	0
	0



	21–24
	40
	3.4
	11
	5.5
	18
	3
	11
	2.9



	25–34
	162
	13.6
	25
	12.5
	84
	13.8
	53
	13.8



	35–44
	231
	19.4
	32
	16
	127
	20.8
	72
	18.8



	45–54
	361
	30.2
	61
	30.5
	193
	31.6
	107
	27.9



	55–59
	174
	14.6
	23
	11.5
	82
	13.4
	69
	18



	60–64
	103
	8.6
	22
	11
	33
	5.4
	48
	12.5



	65–74
	80
	6.7
	16
	8
	47
	7.7
	17
	4.4



	75+
	21
	1.8
	7
	3.5
	11
	1.8
	3
	0.8



	Marital status



	Single
	384
	32.2
	71
	35.5
	206
	33.7
	107
	27.9



	Married
	407
	41.6
	63
	31.5
	275
	45.0
	159
	41.5



	Widowed
	50
	4.2
	8
	4.0
	33
	5.4
	9
	2.3



	Divorced
	117
	9.8
	9
	4.5
	52
	8.5
	56
	14.6



	Separated
	50
	4.2
	18
	9.0
	24
	3.9
	8
	2.1



	Live together
	83
	7.0
	28
	14.0
	18
	2.9
	37
	9.7



	Never married
	10
	0.8
	0
	0
	3
	0.5
	7
	1.8



	Formal knowledge on older adults' caregiver



	Yes
	217
	18.2
	57
	28.5
	95
	15.5
	65
	17.0



	No
	977
	81.8
	143
	71.5
	516
	84.5
	318
	83.0



	Remuneration or family economy support for older adult caring



	No
	1,095
	91.7
	189
	94.5
	539
	88.2
	367
	95.8



	Yes, receives financial support from family
	99
	8.3
	11
	5.5
	72
	11.8
	16
	4.2



	Family of older adult



	Yes
	1,107
	92.7
	177
	88.5
	562
	92.0
	368
	96.1



	No
	87
	7.3
	23
	11.5
	49
	8.0
	15
	3.9



	Relationship with older adult



	My parents
	764
	64.0
	116
	58.0
	379
	62.0
	269
	70.2



	My son
	3
	0.3
	3
	1.5
	–
	
	–
	



	My grandparent
	149
	12.5
	23
	11.5
	86
	14.1
	40
	10.4



	My uncle/aunt
	36
	3.0
	3
	1.5
	24
	3.9
	9
	2.3



	My brother/sister
	39
	3.3
	8
	4.0
	23
	3.8
	8
	2.1



	My spouse
	65
	5.4
	14
	7.0
	33
	5.4
	18
	4.7



	Other
	49
	7.5
	9
	4.5
	17
	2.8
	23
	6.0



	Missing value
	
	
	24
	12.0
	49
	8.0
	16
	4.2



	Receives support for caregiving tasks



	Yes
	697
	58.4
	95
	47.5
	362
	59.2
	240
	62.7



	No
	497
	41.6
	105
	52.5
	249
	40.8
	143
	37.3



	The caregiver has a job or employment



	Yes
	750
	62.8
	120
	60.0
	418
	68.4
	212
	55.4



	No
	444
	37.2
	84
	42.0
	193
	31.6
	171
	44.6



	Work schedule



	Full time
	386
	51.4
	43
	35.8
	189
	45.2
	154
	72.6



	Part time
	139
	11.6
	21
	17.5
	92
	22.0
	26
	12.2



	Flexible time
	210
	17.6
	52
	43.3
	130
	31.1
	28
	13.2



	Missing value
	15
	1.3
	4
	3.3
	7
	1.6
	4
	1.8



	Primary income



	Work
	571
	47.8
	66
	33.0
	327
	53.5
	178
	46.5



	Self-work
	172
	14.4
	40
	20.0
	100
	16.4
	32
	8.4



	Government assistance
	73
	6.1
	17
	8.5
	29
	4.7
	27
	7.0



	Nutritional assistance
	31
	2.6
	2
	1.0
	1
	0.2
	28
	7.3



	Family economic assistance
	117
	9.8
	40
	20.0
	61
	10.0
	16
	4.2



	Other
	230
	19.3
	35
	17.5
	93
	15.2
	102
	26.6



	Spirituality



	Yes
	1,084
	90.8
	179
	89.5
	548
	89.7
	357
	93.2



	No
	110
	9.2
	21
	10.5
	63
	10.3
	26
	6.8






The majority of caregivers (82.6%) were under the age of 60, indicating that caregiving responsibilities are largely assumed by middle-aged adults who may concurrently manage professional and personal obligations. All participants were actively involved in caregiving tasks, supporting at least one (71.5%) or more older adults aged 60 years or older. A majority (74.2%) had provided care for two or more consecutive years. Regarding the setting of care, 61.5% of caregivers provided care in the senior's residence, while 35.2% did so in their own homes. In terms of weekly time investment, 50.2% of caregivers reported providing care for 17 h or more. This level of commitment was highest among caregivers in Colombia (64.8%), followed by Puerto Rico (54.0%) and Mexico (44.0%).

Care recipients were described as requiring assistance most of the time by 44% of caregivers. Despite the intensity of care required, 91.8% of participants reported receiving no financial remuneration for their caregiving activities. Furthermore, 81.8% indicated they lacked formal training in elder care, pointing to a need for structured educational and support programs. Although more than half of caregivers (58.4%) received some assistance with caregiving tasks, nearly 71% reported not having access to psychological support after assuming the caregiving role.

Most caregivers were employed (62.8%), with the highest employment rate observed in Mexico (68.4%). Full-time employment was particularly common in Puerto Rico (72.6%). The primary source of income for caregivers was salaried work (47.8%), though self-employment (14.4%) and government or family assistance were also reported. In terms of educational attainment, caregivers from Puerto Rico reported the highest levels of education (84.6% with some level of post-secondary to doctoral education), followed by those from Mexico (64.4%) and Colombia (39.6%).

Spirituality emerged as an important personal resource, with 90.7% of respondents indicating that it played a significant role in their lives. Marital status data showed that 41.6% of caregivers were married, making it the most common status, although the majority were unmarried—an aspect that may influence the availability of spousal support. Taken together, the findings underscore the gendered nature of caregiving in these contexts, highlighting the prevalence of unpaid, middle-aged, female caregivers who are often immediate family members of the older adults they support.

Caregiver-reported characteristics of the older adults receiving care are summarized in the sample (Table 2). Most older adults were aged 75 or older (64.8%), with Puerto Rico showing the highest proportion in this age group (67.4%). In terms of functional support, 44.6% of care recipients required frequent assistance, particularly in Puerto Rico (49.6%). Occasional help was needed by 36.2%, with Mexico reporting the highest proportion in this category (38.0%). A smaller proportion (19.3%) required only supervision, most commonly in Colombia (21.0%).

TABLE 2  Demographic characteristics of caretaker.


	Characteristics
	Total
	Colombia
	Mexico
	Puerto Rico



	N
	%
	n
	%
	n
	%
	n
	%





	Age



	60–74
	414
	34.7
	71
	35.5
	218
	35.7
	125
	32.6



	≥75
	774
	64.8
	125
	62.5
	391
	64.0
	258
	67.4



	Missing value
	6
	0.5
	4
	2.0
	2
	0.3
	0
	0



	Support required by the older adult



	Only supervision
	230
	19.3
	42
	21.0
	127
	20.8
	61
	15.9



	Sometimes help
	432
	36.2
	68
	34.0
	232
	38.0
	132
	34.5



	Most time help
	532
	44.6
	90
	45.0
	252
	41.2
	190
	49.6



	Diagnosed with chronic disease



	Yes
	535
	56.6
	0
	
	289
	63.7
	246
	73.7



	No
	410
	43.3
	157
	100
	165
	36.3
	88
	26.3






Health status information was available for 945 respondents, as this section of the survey was optional. Among them, 56.6% of older adults had at least one chronic condition, with the highest prevalence observed in Puerto Rico (73.7%), followed by Mexico (63.7%). No data were collected in Colombia due to caregiver reluctance to disclose health information, which limits cross-national comparisons for this variable.

Among caregivers who reported receiving some form of support, the majority identified a family member as their primary source (74.1%). This was followed by support from a hired caregiver (25.3%) and, lastly, from their partner (12%; Table 3). It is important to note that participants were allowed to select more than one option, so these categories are not mutually exclusive. Additionally, sixteen caregivers selected the “Other” option, reporting support from various sources such as neighbors, the older adult's extended family, veteran services, nurses, church congregations, home care services, and domestic service personnel.

TABLE 3  Support received by caregivers of older adults.


	Characteristics
	Category
	Number (n =)
	Proportion (%)





	Source of support
	Family
	517
	74.1



	Spouse/partner
	82
	12.0



	Hired person
	177
	25.3



	Other
	16
	2.2






The PHQ-9 results revealed a high prevalence of depressive symptoms among caregivers (Table 4). Fatigue was the most frequently reported symptom, with 76.7% indicating low energy. Sleep disturbances (63.3%) and lack of interest or pleasure (46.3%) were also common. Nearly half (49.8%) reported appetite changes, and 13.5% acknowledged thoughts of self-harm—underscoring critical mental health risks in this population.

TABLE 4  Distribution, means and standard deviation of responses to PHQ-9 depression scale.


	Item
	No
	Some days
	More than half the days
	Nearly every day
	Mean
	Std Dev



	n
	%
	n
	%
	n
	%
	n
	%





	1. Little interest or pleasure in doing things.
	641
	53.7
	319
	26.7
	153
	12.8
	81
	6.8
	0.73
	0.929



	2. Feeling down, depressed, or hopeless.
	549
	46.0
	396
	33.2
	162
	13.6
	87
	7.3
	0.82
	0.925



	3. Trouble falling or staying asleep or sleeping too much.
	438
	36.7
	357
	29.9
	199
	16.7
	200
	16.8
	1.13
	1.089



	4. Feeling tired or having little energy.
	278
	23.3
	446
	37.4
	271
	22.7
	199
	16.7
	1.33
	1.010



	5. Poor appetite or overeating.
	599
	50.2
	297
	24.9
	169
	14.2
	129
	10.8
	0.86
	1.027



	6. Feeling bad about yourself or that you are a failure or have let yourself or your family down.
	667
	55.9
	272
	22.8
	138
	11.6
	117
	9.8
	0.75
	1.003



	7. Trouble concentrating on things, such as reading the newspaper or watching television.
	637
	53.4
	313
	26.2
	152
	12.7
	92
	7.7
	0.75
	0.952



	8. Moving or speaking so slowly that other people might have noticed? Or the opposite: being so fidgety or restless that you have been moving around a lot more than usual.
	790
	66.2
	229
	19.2
	110
	9.2
	65
	5.4
	0.54
	0.872



	9. Thoughts that you would be better off dead or of hurting yourself in some way.
	1,033
	86.5
	101
	8.5
	33
	2.8
	27
	2.3
	0.21
	6.25






These findings reflect a significant burden of depressive symptomatology, with some caregivers experiencing persistent affective and somatic symptoms. The results of the PHQ-9 questionnaire indicate that, on average, caregivers reported symptoms of significant depression according to the instrument's interpretation. The most frequent symptoms were fatigue, insomnia, and changes in appetite. Suicidal thoughts were reported less frequently (M = 0.21), although their presence remains clinically relevant.

Country-specific patterns in depressive symptoms varied across the sample (Figure 1). In Colombia, 58.0% of the caregivers in our sample reported no loss of interest in daily activities, while 31.5% experienced symptoms on several days. Additionally, 7.5% had persistent symptoms for over half the days, and 3.0% reported a near-daily lack of interest. For suicidal ideation, 82.5% denied thoughts of self-harm, 12.5% reported such thoughts on several days, and 3.0% reported them nearly daily. In Mexico, 53.2% of respondents did not report anhedonia, while 40.7% experienced it several days a week; 6.1% reported it nearly daily. Regarding suicidal ideation, 85.8% denied such thoughts, 9.0% reported them on certain days, and 1.8% nearly daily. Among Puerto Rican caregivers, 52.2% reported no anhedonia, but 27.4% experienced it several days a week. Persistent symptoms were seen in 10.4% of participants, with 9.9% experiencing them almost daily. In this group, 89.8% denied suicidal thoughts, while 5.5% reported them on several days, and 2.6% nearly daily.


[image: Line graph showing the reporting percentage of symptoms at different frequencies for Colombia, Mexico, and Puerto Rico. The x-axis represents symptom frequency categories from "No at all" to "Nearly every day." The y-axis represents reporting percentages, decreasing from 50% to 10%. All three countries show a downward trend, with Colombia and Puerto Rico closely aligned, and Mexico slightly differing in values.]
FIGURE 1
 Frequency to PHQ-9 question by country: I do feel discouraged, hopeless, or depressed.


The most statistically significant correlations between depressive symptoms and caregiving-related factors are presented in Table 5. All associations reached significance at p < 0.05, with the majority surpassing the p < 0.01 threshold. Among the variables examined, self-harm thoughts exhibited a moderate positive correlation with depressive symptoms (r = 0.511, p < 0.01), indicating a meaningful association that reflects elevated psychological distress within this subgroup. Other factors showed weaker, though statistically significant, correlations. Specifically, caring for individuals with special needs (r = 0.204) and the amount of time dedicated to caregiving (r = 0.191) were both positively associated with depressive symptoms, suggesting a cumulative burden effect. Additional variables, such as being employed (r = 0.112), being a daughter (r = 0.082), or being a granddaughter (r = 0.063), demonstrated small but significant correlations, potentially reflecting the influence of socioeconomicvulnerability and role-based expectations on caregiver mental health.

TABLE 5  Most significant correlations between depression and caregiving factors.


	Factors
	Correlation coefficient (r)
	p-Value





	Time spent on caregiving
	0.191
	< 0.01



	Employed
	0.112
	< 0.01



	Special needs caretaker
	0.204
	< 0.01



	Self-harm thoughts
	0.511
	< 0.01



	The caregiver is the daughter
	0.082
	< 0.05



	The caregiver is the granddaughter
	0.063
	< 0.03






In general, females in our sample have higher depression levels than males (Figure 2). The analysis of age-related variations in the sample identifies several notable outliers in depression levels. Overall, the findings indicate that females between the ages of 40 and 60 exhibit significantly higher levels of severe depression than their male counterparts. Additionally, males aged 30–40 appear more likely to experience moderate to moderately severe depressive symptoms. The observation that younger males may be more susceptible than females in this age group underscores the complex emotional landscape of caregiving. In this context, both age and gender may play pivotal roles in determining mental health outcomes.


[image: Box plot showing age distribution by gender and severity level, with categories ranging from Minimal to Severe. Each box represents a different severity level, plotted separately for male and female groups. Outliers are depicted as individual points.]
FIGURE 2
 Distribution between depression scoring, age and gender general sample.


Depression symptoms, analyzed by age and country, have consistently ranged from moderate to high levels (Figure 3). Among the populations studied, caregivers from Mexico and Puerto Rico exhibited the most severe depression levels. In comparison, Colombians reported a broader age range of participants experiencing moderate depression. Overall, across the three countries, individuals aged 40–60 consistently demonstrated the highest levels of depression.


[image: Box plot comparing age distributions across different depression severity levels in Colombia, Mexico, and Puerto Rico. Severity levels range from minimal to severe, shown in different colors.]
FIGURE 3
 Distribution between depression scoring and age by country. The asterisks (*) and circles (°) denote statistical outliers, with asterisks indicating extreme outliers beyond 3 times the Interquartile Range (IQR) and circles representing mild outliers.


Examining the employment patterns of caregivers across countries provides valuable insight into how work engagement relates to mental health outcomes. Over 68% of the Mexican respondents reported being employed, but only 44% of them worked full-time. In Colombia, 59% of the participants are employed, with 35% working full-time. In contrast, in Puerto Rico, 55% of the participants were employed, with 72% working full-time. Family caregivers frequently encounter difficulties when trying to balance their work and caregiving responsibilities. However, the data collected indicate that employed family caregivers tend to have mild or minimal depression score (Figure 4). In the Pearson correlation analysis between caregiver depression levels and employment status, a statistically significant but weak correlation was identified between those to variables (p = < 0.001, r = 0.112), suggesting that employment status may play a role in caregiver mental health.


[image: Bar graph comparing depression scores of employed and unemployed individuals. Two bars for each depression level: minimal, mild, moderate, moderately-severe, and severe. Employed group shows higher bars, especially in minimal and mild categories. Arrows point to moderate and moderately-severe sections.]
FIGURE 4
 Frequencies between depression scores, caregiving, and employment.


Statistically significant differences were observed in eight of the nine assessed items, indicating a consistent pattern of variation across most symptoms evaluated. Table 6 presents the results of independent samples' t-tests assessing depressive symptoms among caregivers based on their employment status. The most notable differences were found in the items “little interest or pleasure in doing things” [t (1,192) = −3.64, p < 0.001, d = −0.218], “feeling down, depressed, or hopeless” [t (1,192) = 3.46, p < 0.001, d = −0.207], and “feeling tired or having little energy” [t (1,192) = −3.55, p < 0.001, d = 0.213]. Mean differences across these items ranged from 0.20 to 0.22 points, with higher scores in the unemployed group. Although the effect sizes (Cohen's d) were small (ranging from −0.067 to −0.218), their consistency across symptoms suggests a pattern of increased psychological vulnerability among those without employment. The item “thoughts of being better off dead or self-harm” approached significance (p = 0.059), indicating a possible trend toward increased ideation in the unemployed group.

TABLE 6  Differences in depressive symptoms by employment status.


	Item
	t
	df
	p-Value
	Cohen's
	Mean (yes)
	Mean (no)





	1. Little interest or pleasure in doing things
	−3.64
	1,192
	< 0.001
	−0.218
	0.65
	0.85



	2. Feeling down, depressed, or hopeless
	−3.46
	1,192
	< 0.001
	−0.207
	0.75
	0.94



	3. Trouble falling or staying asleep or sleeping too much
	−3.43
	1,192
	< 0.001
	−0.205
	1.05
	1.27



	4. Feeling tired or having little energy
	−3.55
	1,192
	< 0.001
	−0.213
	1.25
	1.46



	5. Poor appetite or overeating
	−2.33
	1,192
	< 0.020
	−0.140
	0.8
	0.95



	6. Feeling bad about yourself or that you are a failure or have let yourself or your family down
	−2.31
	1,192
	< 0.021
	−0.139
	0.7
	0.84



	7. Trouble concentrating on things, such as reading the newspaper or watching television
	−2.33
	1,192
	< 0.020
	−0.132
	0.7
	0.83



	8. Moving or speaking so slowly that other people might have noticed? Or the opposite: being so fidgety or restless that you have been moving around a lot more than usual
	−2.72
	1,192
	< 0.007
	−0.142
	0.49
	0.63



	9. Thoughts that you would be better off dead or of hurting yourself in some way
	−1.89
	1,192
	< 0.059
	−0.067
	0.18
	0.25






A multiple linear regression analysis was conducted to evaluate whether spirituality, educational attainment, receiving support for caregiving tasks, employment, country and age function as protective factors against depressive symptoms, while statistically controlling for age and country of origin. The overall model reached statistical significance, F (6, 1,187) = 3.215, p = 0.004, explaining 1.6% of the variance in depressive symptoms (R2 = 0.016). Among the predictors, three variables emerged as statistically significant. Educational attainment was inversely associated with depressive symptoms (B = −0.528, p = 0.022), indicating that higher levels of education may serve as a protective factor. Spirituality (B = 1.304, p = 0.039) and employment (B = 1.452. p ≤ 0.01) were positively associated with depressive symptomatology. Conversely, age, country of origin, and receiving support for caregiving tasks were not significant predictors within the model. While the overall explanatory power of the model was modest, the results highlight specific psychosocial variables that may shape the mental health experiences of caregivers (Table 7).

TABLE 7  Linear regression analysis protective factors against depressive symptoms.


	Category
	B
	β
	Depressive symptoms



	t
	p-Value





	Constant
	4.437
	
	2.944
	0.003



	Age
	0.004
	0.035
	1.227
	0.220



	Country
	0.222
	0.024
	0.800
	0.424



	Education
	−0.528
	−0.069
	−2.301
	0.022



	Spirituality
	1.304
	0.060
	2.070
	0.039



	Receives support for caregiving tasks
	0.301
	0.024
	0.819
	0.413



	Employment
	1.452
	0.112
	3.900
	< 0.01








Discussion

This study investigates the relationship between sociodemographic characteristics and depressive symptoms in informal caregivers across three Hispanic countries linked to the U.S., highlighting key psychosocial predictors and the broader impact of care-related depression in their country of origin. The sample analysis reveals a significant gender imbalance in caregiving, with 74% of caregivers being female, who experience higher levels of depression compared to males. The disproportionate caregiving burden, exacerbated by the fact that 62% of female caregivers are employed and 91.8% receive no financial compensation, reflects entrenched gender roles assigning women primary responsibility for family care.

This research emphasizes the complex relationship between caregiving and depressive symptomatology, providing valuable insights into the psychosocial vulnerabilities that caregivers encounter within their microsystems and familial environments. A high prevalence of depressive symptoms was observed, with fatigue (76.7%), sleep disturbances (63.3%), and feelings of depression or hopelessness (54.4%) emerging as the most reported symptoms. This emotional burden directly impacts caregivers' ability to provide quality care and support to older adults, while also posing long-term health risks for caregivers themselves, especially those offering daily emotional, financial, and practical assistance.

The strong correlation between depressive symptoms and self-harm thoughts (r = 0.511, p < 0.01) underscores the urgent need for mental health interventions, including systematic screening and crisis support services. The modest but positive associations between caregiving for individuals with special needs and the duration of caregiving suggest that prolonged caregiving responsibilities cumulatively contribute to psychological distress. Notably, depression often remains undetected, despite its potential link to caregiving duration. Hurtado-Vega (51) found that informal caregivers who devote more than 14 h per day to caring for older adults experience higher levels of anxiety, depression, and physical health issues compared to non-caregivers. Consistent with this, our study identified a modest but statistically significant relationship between depression and time spent caregiving. To mitigate the impact of these stressors, concise and effective support strategies, such as cognitive-behavioral group interventions that encourage active participation, may prove beneficial for caregivers (45, 54).

Employment also emerged as a factor associated with elevated depressive symptoms. Although causality cannot be inferred from this correlation, it is plausible that caregivers balancing work responsibilities face compounded psychological distress, exacerbated by economic pressures and the demands of providing care. Additionally, gendered caregiving expectations are evident in our findings, with daughters and granddaughters disproportionately assuming caregiving duties. These results underscore the need for comprehensive, gender-sensitive support systems that mitigate the adverse effects of caregiving and promote caregiver wellbeing. However, it is crucial to approach the relationship between gender, caregiving, and depression with caution. This finding underscores the importance of further research should adopt longitudinal and qualitative approaches to deepen understanding and inform targeted interventions. Some authors exploring gender differences in caregiver profiles have noted that women are often more proactive regarding their health and more inclined to seek healthcare than men (72). These insights can enhance discussions about engagement in activities that provide personal social support.

Our research revealed that more than 58.4% of respondents receive support from various sources, such as family members, romantic partners, professional caregivers, religious community members, or neighbors. The differences in health systems, and caregiver policies across Colombia, Mexico, and Puerto Rico may shape access to formal support services. Variations in healthcare infrastructure and social programs can affect caregivers' ability to obtain training, financial aid, and psychological resources. Liu et al. (18) found that improved family dynamics lead to a significantly better quality of life for caregivers, while increased caregiver overload is associated with a decline in their quality of life. Findings from other studies reveal that caregivers depend on their abilities in acts of selflessness and primarily obtain emotional support from their families and social networks to manage the challenges of caregiving (29).

Nonetheless, our findings indicate that social support is not a significant protective factor against depressive symptoms. Research suggests that a lack of satisfaction with social support and limited assistance contribute to an increased sense of burden among unpaid caregivers of older adults (72). However, factors such as discrimination and language barriers within the community can undermine these crucial connections (46, 73). This is particularly relevant in populations from Mexico and Colombia, where an estimated 1.2 million and 110,500 individuals over the age of 65, respectively, are recognized as speakers of indigenous languages. Although race and ethnicity were not included in our study, some authors suggest that caregiving experiences may vary based on these factors, highlighting the influence of diverse sociocultural backgrounds (15, 36). Further analysis is needed within multiethnic contexts, especially in Mexico and Colombia.

Our findings demonstrate that Hispanic family caregivers are more inclined to live with the patient. In this context, some authors compare this to the traditional US family structure and suggest that Hispanics tend to exhibit greater hopefulness, particularly when they are family members (74). In the literature on the United States, some studies suggest that the environments of non-Hispanic Caucasian informal caregivers are marked by lower levels of familism, a lack of reciprocity in their caregiving roles, and generally limited religious beliefs or spirituality. In contrast, our findings, based on data from three Hispanic populations, indicate a different relationship with familism and spirituality. For Hispanic families, the concept of family functionality seems deeply rooted in a commitment to mutual care and support. This commitment entails adapting to changes and collaboratively tackling challenges that arise when a family member requires assistance, highlighting the resilience and strength of familial bonds (34). However, navigating the interplay between various support systems and mental health outcomes within Hispanic communities remains a complex and multifaceted challenge. Framed within the ecological structural-systems model, this study provides insight into the impact of family caregiving on the mesosystem, particularly in how its associated symptoms can affect external environments such as the workplace. Based on our findings, we have adapted Falzarano's conceptualization to underscore the significance of incorporating cultural values in the design of interventions and support systems for family caregivers (Figure 5).


[image: Diagram illustrating social support dynamics. The top section lists types of support: emotional, financial, institutional (health/food), training, and spiritual. Social support leads to familism, influenced by family obligations, collaborations, and cultural reference. On the left, groups include Mexicans, Puerto Ricans, and Colombians. On the right, issues addressed are depression, burnout, and anxiety.]
FIGURE 5
 Structural model of race, social support and familism, and social support and familism predicting depression. Adapted from Family matters: cross-cultural differences in familism and caregiving outcomes by Falzarano et al. J Gerontol B Psychol Sci Soc Sci. (2022) 5:1275. https://doi.org/10.1093/geronb/gbab160. Copyright © 2021, © The Author(s) 2021. Published by Oxford University Press on behalf of The Gerontological Society of America (19).


Earlier studies have found that non-working caregivers tended to exhibit more depressive symptoms than their employed counterparts, even after controlling for sociodemographic factors and social networks (75). Our study's t-test analysis reveals that unemployed caregivers report higher scores across most PHQ-9 items, with statistically significant differences supported by negative t-values and effect sizes (Cohen's d). While these differences are not always of large magnitude, they are systematic and reflect a clear trend within the analyzed sample. The most notable differences were found in the items “little interest or pleasure in doing things,” “feeling down, depressed, or hopeless,” and “feeling tired or having little energy.”

The absence of work-related resources may exacerbate psychological distress among unemployed caregivers, potentially hindering their ability to re-enter the labor market and perpetuating a cycle of economic and emotional vulnerability. Notably, although suicidal ideation did not reach conventional statistical significance (p = 0.059), the unemployed caregivers warrant attention, as even subclinical elevations in this domain may carry clinical implications. These findings highlight the importance of support programs that enhance caregivers' job stability through initiatives such as work flexibility and access to mental health resources. In this context, financial instability emerges as a significant source of stress that can lead to increased levels of depression and anxiety (57). Caregivers may face limited resources, often forcing them to purchase cheaper, less nutritious food, which negatively impacts their health (51). Financial pressure can harm their nutrition and set the stage for future health problems, including chronic conditions from poor diet and stress.

The study's results from the t-test and linear regression analysis provide complementary insights into the factors contributing to depressive symptoms among caregivers. The linear regression suggests that employment, rather than serving as a protective factor, is positively associated with depressive symptoms (B = 1.452, p < 0.01). The positive coefficient observed in the regression indicates that, within the caregiver population, employment may be linked to an increased psychological burden, potentially due to the dual demand of occupational and caregiving responsibilities. Moreover, the depressive symptoms with the most pronounced differences in the t-test, such as fatigue, sleep disturbances, and feelings of worthlessness, are precisely those that can impair workplace functionality. This finding suggests that, while employment provides structural and economic stability, it is not sufficient on its own to prevent depression unless accompanied by favorable working conditions and support resources. Protective factors such as resilience, self-efficacy, purpose, and social support play vital roles in reducing care-related stressors, thereby promoting a holistic quality of life for caregivers (76).

Additionally, the analysis found that higher levels of education may mitigate depressive symptoms, suggesting that greater educational attainment could enhance access to mental health information and foster more effective coping strategies, potentially reducing caregiving-related stress. Conversely, spirituality emerges within the sample as a significant predictor of depressive symptoms. Care practices may have developed from religious observance and a sense of communal responsibility, aimed at alleviating or distributing the burden of caregiving (42, 77). However, the positive coefficient indicates that higher levels of spirituality are associated with an increase in depressive symptoms, an unexpected finding given that previous literature generally identifies spirituality as a protective resource against psychological distress.

One possible interpretation is that, within this caregiver sample, spirituality may be linked to passive coping mechanisms or resignation in the face of caregiving challenges, which could exacerbate depressive symptomatology rather than alleviate it. Additionally, this result may reflect a tendency in which individuals experiencing depressive symptoms rely more heavily on spirituality as a coping strategy, explaining the observed positive correlation in the model. Furthermore, religiosity can affect mental health through the concept of religious scrupulosity; thus, clinicians should exercise caution in order not to over-pathologize cultural ideals or overlook signs of psychopathology (78). The presence of a positive coefficient underscores the need for further exploration of spirituality's role in caregivers' emotional wellbeing, considering the influence of morality and differentiating between resiliencepromoting practices and those potentially associated with feelings of hopelessness or fatalism. Moral orientations are diverse among individuals and are influenced by various contexts and the passage of time (79). This complexity can result in moral distress, a phenomenon that resonates with all parties involved, highlighting the interconnectedness of our experiences. The moral identity assigned to family caregivers often exacerbates the challenges faced by migrant women (80).

These findings underscore the importance of adopting an intersectional lens in understanding caregiver mental health. The data show that most caregivers are middle-aged, Hispanic women providing unpaid care, often without formal training or psychological support. Considering factors such as unemployment, low educational attainment, and gendered caregiving expectations, it becomes clear that these overlapping identities may compound psychological vulnerability. In this context, the regression analysis highlights the uneven impact of key sociodemographic factors. Higher educational attainment was associated with fewer depressive symptoms, while employment and spirituality were both linked to increased symptoms. These contrasting associations suggest that social and cultural resources are not always beneficial; instead, their effects may depend on caregivers' personal experiences, broader social and economic challenges, and the emotional meaning attached to each role.


Recommendations

From an applied perspective, our findings suggest several targeted intervention strategies to support informal caregivers. First, given the observed association between extended caregiving hours and increased depressive symptoms, it is essential to develop respite care programs specifically directed at caregivers who provide more than 12 h of daily care. These programs should offer flexible, shortterm relief options to reduce psychological distress and prevent burnout. Second, considering the modest but significant relationship between spirituality and caregiver wellbeing, we recommend integrating spiritually oriented components into psychosocial interventions. These could include access to religious social support networks, faith-based counseling, or structured opportunities for spiritual reflection. Including variables such as perceived control and religious social support in intervention design may offer a more nuanced and culturally relevant approach to addressing depressive symptoms in this population. Third, to address the limited access to formal training and mental health resources identified in the caregiver population, public policies should prioritize community-based support networks, affordable psychological services, and education or professional development programs tailored to caregivers' specific needs. These initiatives would not only enhance caregivers' skills but also reduce feelings of isolation and emotional burden.

Finally, it is critical to acknowledge the interplay between micro-systemic family norms and macrosystemic caregiving policies. In the three countries under examination, adult offspring are legally obligated to care for their parents. Therefore, coordinated efforts between government and community institutions should prioritize caregiver subsidies, paid leave, geriatric care training, and in-home support services. Such measures are key to alleviating both the emotional and physical burdens of caregiving, especially for those operating within culturally and structurally reinforced caregiving roles.




Conclusion

This study reveals consistent predictors of depressive symptoms among informal caregivers in three Spanish-speaking countries: unemployment, lower education, and passive spiritual coping increased distress, while higher education was protective. Formal employment did not reduce symptoms, likely due to the dual burden of work and caregiving. These findings highlight the need for culturally responsive, holistic interventions that address caregivers' spiritual, familial, and economic vulnerabilities. Clinically, this research offers three key insights: First: demographic markers can guide early identification and preventive outreach. Second: the link between employment and higher depressive symptoms underscores the need for workplace mental health support. Third: the connection between spirituality and distress suggests reorienting passive coping into resilience-building strategies. To reduce mental health disparities, future research should employ longitudinal and probability-based designs to explore causal pathways and disparities across sociodemographic variables (gender, socioeconomic status, ethnocultural and migration history). Policymakers and service providers must translate this evidence into action by developing integrated, accessible support systems that include workplace screening, caregiver education, and community partnerships, ultimately improving caregiver wellbeing across diverse cultural settings.


Limitations and future directions

This cross-sectional study on informal caregivers in three Spanish-speaking countries has inherent design limitations. Convenience sampling risks selection and social desirability biases, hindering generalizability and potentially underrepresenting caregiver distress or marginalizing their challenges. Single-point data collection precludes causal inference. While standardized, our instruments may have constrained nuanced cultural expression, and unequal sample sizes limit cross-country comparability. We also could not deeply explore sociocultural factors like ethnicity and stigma influencing symptom reporting.

Despite these, our findings offer valuable insights for Hispanic communities. Future research should employ mixed-methods and probabilistic sampling for enhanced representativeness and deeper understanding of lived experiences. Subsequent work must investigate how high-demand jobs, limited social support, and migratory mourning exacerbate caregiver strain, particularly for those facing cultural displacement, loneliness, and social isolation. Investigating the impact of economic hardship and food insecurity on caregiver wellbeing and care quality during crises such as forced displacement or migration is crucial. There is a notable lack of understanding regarding how migration affects informal caregivers, highlighting the need for culturally sensitive assessments and interventions. This need is further aligned with the requirement for preventive mental health strategies, particularly within formal employment contexts, as occupational stress in conjunction with caregiving responsibilities can exacerbate depressive symptoms. Such symptoms adversely affect not only occupational performance but also personal wellbeing. Additionally, further analysis is needed to understand the vulnerabilities of culturally displaced caregivers and age-related factors that may intensify depression.
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The term “epistemic disobedience” was coined by Walter Mignolo in his 2009 article entitled Epistemic Disobedience, Independent Thought and De-Colonial Freedom. While the decolonialization of global health research and practice has gained traction, epistemic disobedience is an emergent perspective in scholarship occurring at the intersection of public health and the population movement. Linked to decoloniality, a practice that coalesced in 1955, epistemic disobedience refers to research practices and perspectives that dismantle the power dynamics of colonialism by de-linking geopolitics from knowledge building (Mignolo, 2009). This mini review defines and situates key terms in historical and current literature; critically explores the usage of epistemic disobedience in public health scholarship; draws on case examples to suggest ways to apply epistemic disobedience; and articulates applications and implications in public health research and practice that seek to increase health equity as a human right.
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Introduction

The scope of scholarship examining decoloniality and Argentinian semiotician Walter Mignolo’s contributions to the discourse is too vast to address here. This review focuses on Mignolo’s concept of epistemic disobedience, a term that began to garner attention across disciplines in 2009 with the publication of his article entitled Epistemic Disobedience, Independent Thought and De-Colonial Freedom in the journal Theory, Culture & Society. Writing in Spanish and English, Walter Mignolo has been a key contributor for the past 30 years to theories seeking to deconstruct, challenge, and provide alternatives to colonial knowledge-building endeavors and epistemologies [i.e., (1–3)]. His ideas have been applied across a range of disciplines, including global health, education, political philosophy, human rights, art, music, ethnic and racial studies, anthropology, social work and more, as well as across the world [i.e., (4–12)]. However, public health scholarship has yet to embrace Mignolo’s theory to the extent that other fields have done so, including global health [i.e., (11, 34)].


Distinguishing between public health and global health

The WHO refers to public health as organized efforts promoting prevention, health, and longevity with wellbeing as a goal across the physical, mental, and social domains and a focus on populations rather than individuals and diseases (13). Public health is, in large part, a distinct area of research and practice from global health. Public health consists primarily of science and practice that seeks to promote health, reduce health disparities, and identify and assess determinants of health (14). While public health may adopt an international lens and explore health topics affecting populations in different places across the world, it is not typically as engaged with the interactions between places and populations, and their mutual impact on one another (14).

In contrast, global health addresses health problems from a global perspective (15). As defined by the WHO, global health focuses on improving health and promoting health equity for populations worldwide. As a field of study and practice that informs policy, global health is concerned with health issues that transcend borders, have an impact on political and economic outcomes, and reflect geopolitical patterns (15).

While there is overlap between the domains of public health and global health, some differences remain. Significant to this review, a Google Scholar search of the terms “decoloniality and public health” yields a selection of articles referring to global health rather than public health, highlighting the different foci of the two disciplines.



From decoloniality to epistemic disobedience

Mignolo identifies the origins of decoloniality as taking root during the Bandung Conference of 1955 (3). Over the course of the conference, representatives from 29 countries, mostly Asian and African, gathered to define a future that was tied neither to capitalism nor communism, the systems that supported their colonization. The publication of Frantz Fanon’s The Wretched of the Earth in 1961 extended the decolonial perspective into the field of psychology, adding a new angle to the discourse. Expanding on the structural-political impact of colonialism, (16) explored the dehumanizing effects of colonialism on individuals and societies. A seminal voice in decolonization scholarship and politics, Fanon called for a social movement to free individuals and societies of the long reach of colonialism (16, 17). That same year, the Conference of Non-Aligned Countries occurred in Belgrade, cementing the goals of decolonization and the commitment to de-linking from the hegemony of Western knowledge imperialism (3).

Now, 70 years after the Bandung Conference, decoloniality has come to be understood as a critique of Western systems, structures, and institutions that privilege certain societies, languages, ways of knowing, ethnicities, and other socio-political markers over others (18). Moreover, decoloniality challenges knowledge and knowledge production that stem from colonial practices (19, 20). According to Mignolo (3), the focus of decoloniality in its current iteration is on social justice and global equity across domains, including the health, social, economic, and epistemic spheres, as well as across locations. Mignolo (3) has been instrumental in recasting decoloniality as necessary not only in identifying colonized locations (i.e., Fanon’s Martinique), but also in the population movement itself, that is, migration. He suggests that migration patterns force a variety of consciousnesses to interact, potentially causing conflict. These interactions and conflicts not only result in disparities and inequities when systems and institutions privilege one epistemology over the other, but also highlight the need to unseat practices that promote colonial dominance. By challenging both the knowledge and knowledge-building endeavors of the colonial enterprise, epistemic disobedience offers an alternative that opens doors to other epistemic outcomes (2, 3). Over approximately the past 20 years, scholarship exploring epistemic disobedience and North and South interactions and exchanges in service to decolonizing global health has flourished [i.e., (21–23)]. The entirety of the literature is too broad to address in this mini review. Several scoping reviews provide a starting point for those interested in more breadth and depth [i.e., (24, 25)].




Applied epistemic disobedience


Knowledge production

Consisting of the de-linking of knowledge and the production of knowledge from geo-politics, epistemic disobedience aims to unlock new epistemologies about people, places, processes, and possibilities that extend beyond the tropes imposed by colonial systems that privilege certain sources of knowledge (i.e., statistics instead of storytelling or dreams); places of knowledge (Eurocentric locations instead of the Global South); and products of knowledge (scholarly texts instead of art) (2, 11). To accomplish this, it relies on research practices that destabilize current power structures at both macro and micro levels (26, 27).

Naidu (11) describes some macro attempts at levelling the hierarchies of knowledge. She cites mentoring and training Global South authors in how to meet the standards of Global North academic journals; publishing special issues of academic journals that focus on Global South voices; and creating regional, specialized editions of journals and conferences (11). Epistemic disobedience at the macro level can include research methodologies as well. For example, participant action research (PAR) and photovoice, which not only promote the co-creation of knowledge with citizen-scientists (no longer referred to as research subjects) but also disseminate findings in non-traditional means, can be considered examples of applied epistemic disobedience [i.e., (9, 10)].

Other practices more focused on the micro-production of scholarship have also gained traction in research that seeks to challenge colonial epistemologies. The inclusion of reflexivity and positionality statements in research narratives is now commonplace in decolonized qualitative research (28). Defined as a form of critical thinking that seeks to reveal assumptions while also finding ways to dismantle these assumptions, a reflexivity statement is distinct from a positionality statement (28). Practicing reflexivity requires that the researcher reflect and comment on how his/her role might influence research processes. Moreover, it situates the researcher as a learner, not only about the topic at hand but also about the self (28). While reflexivity practice has been criticized for replicating the very tropes it aims to challenge because it runs the risk of re-centering the researcher’s voice and experience, it can also be an effective tool in exploring epistemological assumptions and privilege biases (27). Often linked to reflexivity, positionality more specifically asks researchers to examine their identity and social capital in relation to the study population (28). These statements constitute a manifestation of epistemic disobedience because they counter the notion of the researcher as the expert; reject that knowledge-building is an objective pursuit free of prejudice; and refute that epistemologies are immutable (26, 29).



Knowledge dissemination

Berdai Chouani et al. (29) stress that seeking alternative ways to disseminate knowledge is essential because systems of publication themselves reflect colonial priorities. For example, scientific journals continue to privilege quantitative research, which prizes objectivity, statistical methods, and peer review, and English has become the lingua franca of scholarly articles. These standards reinforce colonial tropes by ignoring inherent hierarchies of research that tee-up scholars with access to top-level education, preparation, and networks for success in academia (2, 29). Finding alternative ways to disseminate findings, including the language in which findings are shared, constitutes an additional form of epistemic disobedience (2, 11). Publishing widely in Spanish and English himself, Mignolo (2) and other scholars advocating for epistemic disobedience argue for broadening the languages of research as well as the range of what should be considered data, of products that can communicate findings, and of methodologies.




Epistemic disobedience across disciplines

While references to epistemic disobedience in public health are virtually absent, many are readily available in other fields. The range of examples is too broad to cover here. Instead, examples from two fields, education and the arts, are included.

In education, Ramirez (30) applies epistemic disobedience in at least two ways. She includes a positionality statement and writes in the first person. Together, these narrative choices challenge the colonial notion of objectivity by asserting the authority of the researcher. In another example of epistemic disobedience from the field of education, Carr et al. (31) use participatory methods based on engaged listening, and the article contains positionality statements from each of the seven co-authors. Moreover, the article includes an abstract in Spanish, despite being published in English.

Bridging the fields of education and art, Hadeer’s (8) article on slow photography offers an example of epistemic disobedience in data collection and knowledge dissemination. In her own words:

My Slow Photography practice requires me to be fully attentive to everyday life, which gives voice to the present, the ordinary, and the unknown. Slow Photography is situated in holistic ways of thinking. By delinking my future- oriented, top-down, and separateness epistemology, I am cultivating my capability to do educational research that can reflect teachers and students’ struggle. I aim to find hope behind the numbers, labels, and silence that are caused by the suppression of colonial bureaucratic institutions. (p. 75)


In another example from the arts, Miles (32) expounded on epistemic disobedience in contemporary Latin American art. While this study is traditional in its presentation, it extends the reach of epistemic disobedience by applying it to artists challenging colonial tropes in their practice. Their art becomes both a methodology to accomplish epistemic disobedience and an outcome of its application.



Discussion

Coined in 2009 by Walter Mignolo, epistemic disobedience refers to the de-linking of knowledge production and knowledge itself from geopolitics. It claims that colonial practices have ignored the relationships between power, politics, and privilege in the development of epistemologies. As a result, epistemologies currently promote ethnicity-based disparities that need to be addressed and redressed (2). This mini review explores the relevance and manifestations of epistemic disobedience in public health.

Unfortunately, unlike its cousin, global health, public health has not applied processes of decoloniality to a large extent, and epistemic disobedience has not emerged as a common topic in either theoretical or research articles in public health. This is not to say that public health researchers are not embedding epistemic disobedience methods in their study. Reflexivity and positionality statements, participatory action research methods, and structural changes, such as publishing special issues of journals centering on new voices, are now commonplace in public health and other fields. However, global health, education, the arts, political philosophy, anthropology, and other disciplines have taken the lead. Not only do these disciplines provide examples of the framework in action, but they also contribute critical theoretical perspectives to decolonial knowledge-building endeavors.


Next steps

Focusing on global health, Naidu (33) suggests some strategies for embedding epistemic disobedience in scholarship and decolonizing the field. Specifically, she highlights the blind eye of institutions and systems that privilege academic, political, economic, and Eurocentric perspectives on global health, rather than social, personal, emotional, and survival-based indigenous perspectives on health care workers, a majority of whom are women of color, regardless of where they practice (33). Naidu (33) has articulated guidelines to move forward with the decolonization project. These provide the next steps. In her own words:

Requirements for resistance in global health scholarship.
• Editorial boards declaring their gender, racial, colonial, and ancestral privileges and experiences in low-income and middle-income countries (LMICs).
• Authors claiming space to write with emotion about personal and local identity perspectives in global health.
• Supporting editors from diverse spaces with the administration of editorial work, while trusting, protecting and advancing the value of their previously neglected racial, gender, historical, and personal perspectives in editorial decision making.
• Promoting abstracts in LMIC authors’ first languages and the Indigenous languages of locations where research is done.
• Establishing multiple platforms and methods of constructing and presenting research and findings within global health scholarship.
• Relieving LMIC scholars of the pressure to provide solutions to problems they did not create, offering instead an opportunity for dialogue on equal terms. (p. e1334)


While Naidu (33) articulates structural strategies for decolonizing knowledge building and dissemination in the context of global health, other steps are required as well. Developing more examples of epistemic disobedience and raising awareness about the need to decolonize public health scholarship are two such steps. Future explorations into how and how often epistemic disobedience is made manifest in research endeavors—and who is engaged in the practice—are necessary to fill knowledge gaps about the framework. Taking these steps might inspire more scholars to adopt the framework and contribute to reducing the impact of colonial power differentials that plague epistemological knowledge building in public health. Ultimately, Naidu’s (33) call for resistance stands to increase health equity and decrease the legacy of racism in public health research in the global context.
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Sociopolitical and institutional barriers significantly influence the mental health and overall well-being of undocumented and Deferred Action for Childhood Arrivals (DACA) students in US higher education. Concurrently, higher education and student affairs (HESA) professionals who serve these students face their own psychological and professional challenges as they navigate restrictive policies and bureaucratic uncertainty. This brief research report extends the Immigration Battle Fatigue (IBF) framework by integrating principles from administrative burden theory to examine the interconnected experiences of undocumented students and the professionals who support them. Drawing on qualitative data from a Spencer Foundation–funded study of HESA professionals’ work with undocumented students, the analysis focuses on the psychological costs of immigration-related administrative burdens across four ecological levels: policy, institutional, interpersonal, and individual. Findings indicate that these psychological costs contribute to cumulative trauma, disengagement, and professional fatigue. The report concludes with implications for institutional practice, professional development, and policy reform to mitigate harm and promote systemic well-being.
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Introduction

In 2022, 32% or 5.8 million postsecondary students were either born outside the US or had at least one immigrant parent (1). Further, undocumented students comprise 409,000 individuals in higher education, a decrease from 2019, when 427,000 were reportedly enrolled (2). With more than a third of postsecondary students impacted by their immigration status, researchers, policymakers, and educational administrators need to prioritize understanding and addressing how immigration shapes the postsecondary experience.

Immigration-related factors significantly influence students’ postsecondary trajectories by affecting their overall health and well-being. Sixty percent of postsecondary students have been identified with one mental health concern (3), and over 75% reported psychological distress (33). While, in general, immigrant students arrive in the US with better health conditions than the US-born population, the stressors they experience (e.g., political climate) in the US change rapidly (4). As of this writing in 2025, the wave of raids and anti-immigration legislation imposed by the 47th administration has caused a significant number of immigrant people to report fear and distress related to national policymaking. Other stressors include restrictive immigration policies, causing mental health distress, such as anxiety and depression (5, 6). Researchers have also demonstrated that institutional agents in schools and postsecondary institutions can exacerbate the well-being of immigrant students, causing them to experience microaggressions (7), restrict access to pertinent information regarding college access and success, and even impart misinformation (34, 35, 48).

Institutional agents in postsecondary education include Higher Education and Student Affairs (HESA) professionals, who are administrators, educators, and leaders who support student learning, development, and success outside the classroom through roles in areas such as advising, student life, multicultural affairs, residence life, and career services (8, 9). They help shape campus climate, policies, and programs to foster equitable and inclusive educational environments (10, 11). Despite growing concerns about undocumented students’ well-being, research indicates that Higher Education and Student Affairs (HESA) professionals are perceived to lack awareness or care for the unique challenges these students face (12), and in some cases, may unintentionally inflict harm through microaggressions (7). At the same time, scholars have documented that HESA professionals themselves experience compassion fatigue when working with undocumented students, highlighting a need to address their mental health and emotional well-being (13) while others document the very real restrictions school agents experience when supporting undocumented students that constrain their ability to provide adequate support (36). This paper explores the intersection of these two strands of scholarship, the experiences of undocumented students and the psychological toll on HESA professionals, as a critical site of analysis.

In this brief research report, I examine the experiences of Higher Education and Student Affairs (HESA) professionals who work with undocumented students, alongside the policies shaping their practice. Drawing on qualitative data from a Spencer Foundation–funded study, I analyze the psychological costs of immigration-related administrative burdens across four interconnected levels: policy, institutional, interpersonal, and individual. This ecological perspective draws on Bronfenbrenner’s (47) assertion that human development is shaped by “the progressive, mutual accommodation between an active, growing human being and the changing properties of the immediate settings in which the person lives, as this process is affected by relations between these settings, and by the larger contexts in which the settings are embedded” (p. 21). Applying this framework highlights that these levels do not operate in isolation but interact to jointly shape the experiences and well-being of both students and professionals. By mapping these burdens across student and administrator pathways, the analysis underscores how systemic exclusion is embedded within and expressed across these layers. I argue that the psychological costs borne by undocumented students are closely tied to the administrative conflicts HESA professionals face within a complex and often hostile federal policy environment. Findings reveal that these costs contribute to cumulative trauma, disengagement, and secondary fatigue. I conclude by outlining implications for institutional practice, professional development, and policy reform aimed at mitigating harm and fostering systemic well-being.



Overview of relevant research

Postsecondary students whose educational trajectories are shaped and constrained by the federal government’s use of immigration status as a criterion for determining eligibility for resources face a distinct set of challenges as they navigate the educational pipeline. This section briefly examines the experiences and well-being of DACA recipients and undocumented students at the postsecondary level. While the literature underscores the central role of Higher Education and Student Affairs (HESA) professionals in supporting the well-being of undocumented students, existing scholarship primarily reflects the perspectives of the students themselves, offering limited insight into the experiences and practices of the HESA professionals who work with them as part of this critical relationship.


Overview of undocumented students in higher education

While immigrant students experience distinct legal liminalities, for this paper, I will focus on students who are undocumented (i.e., individuals who do not have the documentation to provide them with protection from deportation). Undocumented immigrants are individuals born outside of the United States who reside within its borders without legal authorization (14). Within the context of higher education, undocumented students are those who similarly lack legal immigration status yet pursue postsecondary education in the U. S. These students often have lived in the United States for the majority of their lives, are fluent in English, and may have been unaware of their undocumented status until adolescence or early adulthood. Notably, both undocumented immigrants and undocumented students lack a clear and accessible pathway to citizenship (15, 37).

Diverse legal liminalities are important to highlight in this section. Recipients of the Deferred Action for Childhood Arrivals (DACA) are also considered undocumented, but with certain protections. DACA is an executive order established in 2012 under President Obama’s administration. It has served 834,000 individuals, and despite its success, it faced attacks during the 45th administration, with efforts to rescind it beginning in 2017. In January 2025, the U. S. District Court for the Southern District of Texas ruled that a DACA decision was unlawful and issued a partial stay, allowing DACA recipients who applied in 2021 to renew their applications but not accepting new applicants. Nine states (Texas, Alabama, Arkansas, Kansas, Louisiana, Mississippi, Nebraska, South Carolina, and West Virginia) were plaintiffs in this ruling.

Despite these legal and structural limitations, all children, regardless of immigration status, are entitled to attend public elementary and secondary schools, as guaranteed by the Plyler v. Doe (16) decision. However, this legal protection does not extend to postsecondary education. At the federal level, undocumented students are barred from accessing most forms of postsecondary benefits, including federal financial aid. Nevertheless, some states have enacted policies that mitigate these restrictions by applying state residency criteria to extend in-state tuition and, in some cases, state-based financial aid to undocumented students.



Undocumented student health in higher education

Given the lack of protection undocumented students face in higher education, it is not surprising that they face a distinct set of health-related challenges. Legal precarity, limited access to health services, and chronic psychosocial stress are factors that shape undocumented student health (17). Undocumented students navigate a complex and often hostile policy environment while attempting to meet academic and personal expectations, frequently navigating enforced invisibility within institutional life (17). A growing body of research underscores that both mental and physical health concerns are prominent in this population, alongside significant barriers to care and wellness access (18, 19).

Mental Health Strain and Psychosocial Stress. Undocumented students report elevated levels of anxiety, depression, and chronic stress relative to their documented peers, often linked to fear of deportation, institutional discrimination, and financial precarity (17, 20). Cha et al. (20) found that these stressors are frequently internalized and normalized, leading many students to interpret their psychological distress as an inevitable outcome of undocumented status, thereby diminishing help-seeking behaviors. Perceptions that mental health interventions are ineffective in addressing systemic causes, such as immigration-related exclusions, further discourage service use. The intersectional stigma associated with both undocumented status and mental illness adds to these barriers, creating significant psychosocial obstacles to care. In many cases, students avoid seeking help out of concern that they will be perceived as weak or risk disclosing their immigration status, even in confidential therapeutic settings.

Federal and State Barriers to Health Care Access. Lack of health insurance remains one of the most substantial barriers to care. Most undocumented students are ineligible for Medicaid, the Children’s Health Insurance Program (CHIP), and coverage under the Affordable Care Act (ACA) (21), leaving them reliant on emergency care or informal support networks. DACA recipients became eligible to enroll in ACA programs under the Biden administration in 2024. However, the expanded access was challenged by 19 states, preventing DACA students from enrolling in health care assistance in those states. Even when campus or community health services are technically available, fears of institutional surveillance, lack of trust, and concerns about confidentiality contribute to underutilization (20).

Immigration Policy and Campus Climate. Shifting immigration policy landscapes, such as threats to the Deferred Action for Childhood Arrivals (DACA) program, generate constant instability for undocumented students and exacerbate mental health risks (22). Uncertainty over legal protections has been linked to heightened anxiety and emotional distress. However, research highlights that inclusive, supportive institutional environments or “undocu-serving” campuses can serve as a critical protective factor, promoting psychological well-being, academic persistence, and a greater sense of belonging (23).



The role of higher education and student affairs professionals in the well-being and mental health of DACA and undocumented students

While some universities offer mental health training for HESA professionals (24), this training is not mandatory, nor is it consistently included in HESA graduate programs. As a result, many professionals enter the field without a solid foundation in mental health or a nuanced understanding of how immigration status intersects with student well-being. Although mental health services may be available on campus, they are not always equipped to serve students with diverse and liminal immigration statuses effectively, especially when services are hard to access. In response, some institutions have developed specialized support programs, such as culturally responsive counseling, peer support groups, and wellness initiatives for international and undocumented students (25). Community partnerships with local health providers and social services have also become vital resources for students facing financial hardship or complex legal issues.

Despite these efforts, the role of HESA professionals is often limited to service provision and student support, neglecting the emotional labor they perform and the institutional gaps they must navigate. Research indicates that HESA professionals who work closely with undocumented students may suffer from compassion fatigue or secondary trauma due to repeated exposure to students’ immigration-related stressors, worsened by a lack of training and institutional support (13). Furthermore, the literature underscores the possibility and responsibility of HESA professionals to act as institutional change agents. By leveraging their strategic roles, these professionals can help shape inclusive campus climates that resist and mitigate the effects of exclusionary immigration policies (26, 27). For example, after the 45th presidential administration rescinded DACA in 2017, university leaders have reassured undocumented students of their safety on campus by affirming that Immigration and Customs Enforcement (ICE) officials are not permitted to conduct arrests on university grounds. During that time, many university leaders have publicly denounced the 45th administration’s actions on DACA.

Nevertheless, the limited attention to immigration status among higher education leadership and other HESA professionals remains evident. Public statements by university leaders have often been inconsistent and, in some cases, have conveyed harmful or ambiguous messages regarding immigration enforcement, border control, and the roles of undocumented parents (27). As stated earlier, research on undocumented students’ perceptions of HESA professionals further underscores these challenges, with several studies documenting negative interactions. Vega et al. (38) demonstrate that such interactions can produce significant psychological and behavioral consequences, contributing to immigration battle fatigue—often exacerbated by the very professionals charged with supporting undocumented students—which compounds their already precarious circumstances. To interrogate these tensions more fully, this brief research report draws on a conceptual framework incorporating immigration battle fatigue, immigrant illegality, and administrative burden theory. Together, these frameworks reveal how HESA professionals can either perpetuate or disrupt institutional inequities and, in doing so, profoundly influence the well-being of undocumented students in postsecondary education.




Conceptual framework

This study draws on three intersecting frameworks—Immigration Battle Fatigue, Immigrant Illegality, and Administrative Burden Theory—to examine how undocumented students in higher education and the Higher Education and Student Affairs (HESA) professionals who support them experience and navigate immigration-related stressors. Together, these frameworks illuminate how exclusionary policies, institutional practices, and social perceptions converge to produce cumulative psychological, emotional, and behavioral strain for both groups.

Situated within an ecological perspective spanning four levels—policy, institutional, interpersonal, and individual—this approach emphasizes the relational nature of these burdens. Immigration Battle Fatigue (38), adapted from Smith’s (28, 29) concept of Racial Battle Fatigue, highlights the ongoing stress, reduced motivation, and withdrawal behaviors that arise when undocumented students face persistent policy confusion, stigma, and institutional neglect. Immigrant Illegality (39) describes undocumented status as a socially and legally constructed condition that limits access to resources, even in environments with seemingly inclusive policies, due to ongoing stigma and administrative ambiguity (30, 31). Administrative Burden Theory (32) enhances this analysis by identifying the learning, compliance, and psychological burdens embedded in policy and institutional design—burdens that undocumented students must manage and that HESA professionals often face when advocating without sufficient institutional authority or guidance (40).

By integrating these frameworks within an ecological model, this study captures the complexity of how policy, institutional structures, and human relationships interact to shape everyday experiences. This approach moves beyond single-actor or single-level analyses, instead recognizing that students’ and professionals’ pathways are intertwined in ways that both reflect and resist systemic exclusion. In doing so, it positions the empirical analysis to not only document harm but also identify leverage points for institutional and policy interventions that promote equity and well-being.



Methods


Research questions and methods

Building on the integrated ecological framework outlined above, this study employs a qualitative, multi-site case study design to examine how Higher Education and Student Affairs (HESA) administrators navigate the complex interplay of federal, state, and institutional politics surrounding undocumented students. The analysis is guided by the following research question: How do HESA administrators navigate conflicting federal, state, and university policies related to undocumented students?



Sample and site selection

While federal policy has remained largely static in restricting undocumented students’ access to postsecondary benefits, state-level responses vary considerably. These policy contexts can be grouped into three broad categories:

	1. Inclusive: Tuition Equity States: States offering in-state tuition and/or state-based financial aid to undocumented students.

	2. No State Policy: States with no explicit legislation regarding undocumented students’ access to higher education benefits, but where some of their public institutions may have implemented inclusive practices toward undocumented students.

	3. Prohibitive/Restrictive States: States with policies banning or limiting undocumented students’ enrollment (prohibitive), in-state tuition eligibility (restrictive), or access to state financial aid (restrictive).



Thirty participants were interviewed across 15 states and Washington, DC, reflecting a wide range of institutional types and policy climates. The sample included higher education and student affairs (HESA) administrators from international student services, diversity and multicultural affairs, academic advising, legal services, and offices dedicated to undocumented student support, as well as higher education leaders in admissions, enrollment management, and student success initiatives. Most participants worked directly with undocumented students, while others engaged through advising, programming, advocacy, or policy interpretation.

Demographically, the sample was predominantly female (80%) and racially and ethnically diverse, with the majority identifying as Latina/o, Chicana/o, or Hispanic (60%). White/Caucasian participants comprised 20% of the sample, with additional representation from Asian (7%), Black/African American (3%), Native American/Latino (3%), and Jewish diaspora (3%) participants.

Participants were situated in states with varying policy climates: 70% in inclusive contexts (e.g., New Jersey, California, Illinois), 17% in prohibitive contexts (e.g., Georgia, South Carolina), 3% in restrictive contexts (North Carolina), and 10% in states with no statewide policy (Pennsylvania and Michigan, where access is limited to certain public universities). Institution types spanned large public HSIs (50%), medium public HSIs (13%), small private liberal arts colleges (13%), community colleges (10%), large public non-HSIs (10%), and private selective universities, including law and Ivy institutions (10%). Collectively, these participants offered insights into how state and institutional contexts shaped practices, policies, and advocacy for undocumented students in higher education. Table 1 shares participants’ demographics and institutional contexts.


TABLE 1 Participant demographics and institutional contexts (N = 30).


	Category
	Subcategory
	n
	%

 

 	Gender identity 	Female / She (incl. She/ella, she/ella/) 	24 	80%


 	Male / He (incl. he/el, him/his) 	6 	20%


 	Race/Ethnicity 	Latina/o/Chicana/o/Hispanic 	18 	60%


 	White / Caucasian 	6 	20%


 	Black / African American 	1 	3%


 	Asian 	2 	7%


 	Native American/Latino (mixed heritage) 	1 	3%


 	Jewish diaspora 	1 	3%


 	State policy climate 	Inclusive (e.g., NJ, IL, CT, NY, OR, MA, CA, NV, DC, VA, TX*) 	21 	70%


 	Restrictive (e.g., North Carolina) 	1 	3%


 	Prohibitive (e.g., GA, SC) 	5 	17%


 	No State Policy (e.g., PA, MI**) 	3 	10%


 	Institution type 	Large Public HSIs (incl. EHSI/AANAPISI) 	15 	50%


 	Medium Public Institutions (HSI/EHSI) 	4 	13%


 	Small Private Liberal Arts (HWI/HSI) 	4 	13%


 	Community Colleges (public/HSI/CC) 	3 	10%


 	Large Public (non-HSI specified, e.g., land grant) 	3 	10%


 	Private (large, selective, law/Ivy) 	3 	10%





*Texas is categorized as “Inclusive until 2025” when the policy was changed. **Pennsylvania and Michigan are classified as “No State Policy.” Access and tuition equity are limited to certain public universities that have adopted their own inclusive practices.
 



Data collection

Data were gathered through 30 in-depth, semi-structured interviews conducted via Zoom between 2021 and 2024. Interviews lasted between 60 and 90 min and were initially transcribed using automated transcription software. Transcripts were then verified against the audio recordings for accuracy and returned to participants for member checking.

In addition to interviews, I collected and analyzed state-level policy documents, legislative summaries, institutional websites, annual reports, and relevant media coverage to develop detailed state policy profiles. These profiles informed the interview protocols and provided critical context for interpreting participants’ accounts (41). Data collection concluded prior to the policy shifts initiated by the 47th presidential administration in January 2025.



Recruitment of participants

Drawing on my professional networks as a former HESA administrator and current faculty member in a higher education program, I recruited participants using purposeful and snowball sampling (43). I sought “positioned informants” (42) or individuals whose professional roles afforded them insight into how policy and politics shaped institutional practice. Interview questions explored participants’ knowledge of federal and state guidelines, strategies for implementation, and how personal beliefs, organizational priorities, and political contexts informed their decision-making.



Data analysis

Data analysis proceeded in multiple stages, beginning with the development of contextual state profiles to capture variation in policy environments. State profiles were constructed from legislative documents, institutional policies, and public statements and categorized into the three policy contexts described above. These profiles provided an analytic scaffold for comparing institutional and professional practices across policy environments. Interview transcripts were analyzed inductively using a multi-level coding process (44). In the first coding cycle, descriptive and in vivo codes were applied to capture participants’ own language and surface-level patterns in their narratives. This stage identified broad topical areas such as policy interpretation, student trust, emotional exhaustion, and institutional advocacy.

In the second coding cycle, focused coding was employed to synthesize and refine these preliminary codes into analytically robust categories aligned with the study’s conceptual framework. Codes were organized across the four ecological levels (i.e., policy, institutional, interpersonal, and individual) and connected to themes such as administrative burden, policy conflict, and professional well-being.

Throughout the process, analytic memos were written after each interview to document emerging insights, link patterns to the ecological framework, and note possible contradictions. Using constant comparative and cross-case analysis (45), I examined how political, institutional, and local factors interacted within and across policy contexts. All coding and analysis were conducted using Dedoose software (Table 2).


TABLE 2 Sample codebook.


	Code
	Description
	Example Quote
	Ecological level
	Policy context

 

 	Policy context 	References to state policy environment and its perceived inclusivity or restrictiveness 	“We’re in a restrictive state, it’s unclear what we are even allowed to do.” 	Policy 	Prohibitive/Restrictive


 	Motivation for work 	Participant’s personal or professional reasons for supporting undocumented students 	“I was undocumented myself, and I saw the need in my community.” 	Individual 	All


 	Student information access 	How undocumented students obtain or fail to obtain college-related information 	“They usually hear about in-state aid from peers, not staff.” 	Institutional 	Inclusive – Tuition Equity


 	Office conflict 	Tensions between departments or offices regarding undocumented student policies 	“Financial aid says one thing, our office says another, and the student is caught.” 	Institutional 	No State Policy


 	Stressors 	Emotional or psychological strain from supporting undocumented students 	“It’s exhausting to support students when you feel helpless and alone.” 	Individual 	All


 	Trust building 	Efforts to establish trust with undocumented students 	“They only share their status when they know they can trust you.” 	Interpersonal 	All




 



Researcher positionality

I have studied the experiences of immigrant students in higher education for over 25 years, beginning my work with undocumented students in 1998. My research has documented the critical role HESA administrators play in providing accurate information on college access and success—from tuition and financial aid guidance to navigating mental health resources. Despite this role, administrators often have little to no formal training on serving undocumented students, yet they bear the responsibility of implementing related policies and practices. Grounded in Dillard’s (46) call for research as a responsibility to the communities we engage with, this study centers the voices of HESA administrators to better understand how they navigate these complex policy landscapes.




Findings overview

The findings are organized according to the four ecological levels—policy, institutional, interpersonal, and individual—and interpreted through the three state policy contexts identified in the state profiles: Inclusive—Tuition Equity States, No State Policy States, and Prohibitive/Restrictive States. While thematic patterns emerged across all contexts, their scope, severity, and mechanisms varied. In inclusive states, in-state tuition and state aid reduced some financial barriers but did not eliminate stigma, administrative ambiguity, or the emotional labor required to navigate higher education. In states with no policy, the absence of legislative guidance created institutional inconsistency and left decision-making to individual offices or leaders. In prohibitive/restrictive states, statutory exclusion from enrollment or tuition, combined with hostile political rhetoric, produced acute fear, discouraged disclosure, and intensified psychological costs for both undocumented students and the HESA professionals who support them.


Policy level: conflicting mandates and layered exclusions

Across all contexts, participants described the mental toll of policy contradictions where one level of governance offered a pathway to access while another imposed barriers. This reflected the administrative burden’s learning and psychological costs: students and professionals struggled to understand and emotionally process complex and changing rules. For example, in Inclusive–Tuition Equity States, while state policies allowed for in-state tuition or aid, students remained ineligible for federal benefits such as financial aid, creating what one administrator called “half-open doors.” Professionals described the challenge of explaining these “yes, but…” scenarios without discouraging students. In No State Policy States, the lack of explicit policy created a vacuum in which institutional leaders either stepped in with ad hoc guidance or avoided the issue altogether. This left HESA professionals without a standard playbook, increasing uncertainty and internal policy conflicts. Finally, in Prohibitive/Restrictive States, statutory bans on in-state tuition or admissions are layered on top of federal exclusions, producing an Immigrant Battle Fatigue (IBF) effect. HESA professionals reported that undocumented students experienced chronic stress, fear of exposure, and avoidance of opportunities, leading professionals to operate under a “compliance over care” mandate.

Zara, a professional in a state that, as of 2018, became inclusive, shared her experiences working there amid the threats posed by the DACA rescission (2017) and the incoming 45th administration in 2016. She highlighted the psychological toll:


“We were told that at any point… the government could just come through our doors and ask for files. We needed to be prepared for that… We are not going to allow this to happen to our students.”


Zara recalled that the preparation to support students did not include training and involved protecting students’ identities. She recalled fear associated with this time, even though she worked within a state that offered in-state tuition. She not only feared for her students but also feared for her colleagues.



Institutional level: organizational ambiguity and advocacy constraints

Institutional policies and norms either mitigated or amplified state-level dynamics, embodying immigrant illegality when practices reinforced exclusionary logic. For participants in Inclusive States, their campuses often publicized support services, but inconsistent training led to students still encountering misinformation. Some offices acted as strong advocates, while others perpetuated confusion by relying on outdated or incomplete policy knowledge. For administrators in No State Policy states, without legislative guardrails, institutional responses depended on campus leaders who were aware of the well-being of undocumented students and their sense of safety on campus. This created supportive spaces or HESA professionals within campuses but left students vulnerable to variable interpretations and procedural roadblocks.

In Prohibitive/Restrictive states, participants shared that they had to defer to the most restrictive reading of policy, adding internal barriers beyond those required by law. For example, one participant shared that many institutions in prohibitive states not only prevented undocumented students from in-state tuition and financial aid, but some campuses also required all non-resident students to enroll for classes after the general population enrolled. Professionals described “working around” these systems quietly to avoid drawing political attention.

Participants in inclusive, tuition-equity states faced a similar challenge: working around these systems while also being responsible for creating systems and training. Sara, from a tuition-equity state, shared that she did not receive formal training from her campus and often sought guidance from community-based organizations. She was responsible for sharing this knowledge with her colleagues. She described the informal strategies they developed: “There wasn’t a training … we kind of just taught each other how to make sure [undocumented students] were safe and supported.” Tina, also in an inclusive, tuition-equity state, emphasized the importance of nuanced categorization in advocacy work: “I separate [students] by employment authorization, DACA recipients, or TPS asylum individuals, and students who could not apply to DACA … cannot change their immigration status.”



Interpersonal level: trust as selective currency

Relationships between students and staff reflected the interpersonal transmission of administrative burden—where trust, once established, eased navigation, but the scarcity of safe relationships concentrated emotional labor on a few individuals.

Participants from Inclusive States shared that students were more willing to disclose status to designated staff or cultural centers, but this trust was still selective and had to be earned over time. This meant consistent outreach from participants to the general campus, to be “found.” Tina, in an inclusive state, explained her tailored approach:

“It’s a very different experience for undocumented students … seeing what they need and how to tailor those needs so they could be helped as soon as they walk in.” Campuses with free legal services (found in inclusive contexts) were able to operationalize trust-building into tangible protections. Participants often worked with lawyers or clinics on their campus, which created more centers of support and overt outreach.

Participants in No State Policy states found that disclosure was inconsistent, depending on students’ perception of a staff member’s discretion and how well it aligned with advocacy values. Professionals sometimes discovered a student’s status only after a crisis occurred. A similar pattern appeared in Prohibitive/Restrictive states, where disclosure was rare and typically happened in high-stakes situations (e.g., financial holds or absences from class). Staff seen as allies took on extra advising, emotional support, and problem-solving tasks. In restrictive states, such resources were limited or discreet, underscoring the uneven geography of institutional care.



Individual level: coping, withdrawal, and professional exit

At the individual level, participants’ accounts reflected the embodied outcomes of IBF and immigrant illegality—showing decision fatigue, avoidance, and self-withdrawal among students, and burnout or role abandonment among professionals. In Inclusive States, professionals expressed concern about undocumented students’ ability to persist in their studies, describing constant vigilance, especially regarding disclosing their status in classrooms or applications. Many participants in this study also engaged in advocacy, particularly those who are immigrants or were undocumented, but worried about the long-term emotional toll. Nonetheless, all participants in inclusive states recognized that their colleagues in restrictive or prohibitive states faced tougher challenges and preferred to work within inclusive states. Despite these layered feelings, participants were concerned about leaving their roles, fearing that their work would leave with them and create a vacuum.

For participants in No State Policy states, uncertainty fostered frustration and fear. Professionals described a feeling of “treading water” without institutional support, and some questioned whether their roles could be sustained. In Prohibitive/Restrictive states, participants noted that ongoing exclusion and hostile environments created hopelessness among students and demoralization among advocates, who often considered leaving the institution or sector entirely. However, all professionals acknowledged the privilege of mobility—the ability to move to safer spaces—a privilege their students could not access, highlighting the disparities across different settings.




Discussion

An ecological perspective on Immigration Battle Fatigue (IBF) provides a framework for understanding how exclusionary systems function through policy, institutional inertia, and interpersonal tension. It emphasizes the dual burden on students and Higher Education and Student Affairs (HESA) professionals, as well as the urgent need for coordinated campus responses. These burdens result from policy design and administrative choices.

These findings underscore the complex and multifaceted nature of psychological costs in higher education for both undocumented students and the HESA professionals who support them. At every level—policy, institutional, interpersonal, and individual—the experiences of HESA professionals who work with undocumented students reveal the cumulative effects of administrative burden and immigration-related fatigue.

At the policy level, conflicting mandates and exclusionary practices create ongoing fear and confusion, fueling psychological distress. Zara’s detailed accounts of the threats caused by federal policies during the Trump administration illustrate how these worries can deeply affect the work environment and the overall campus climate. Such policies lead to disengagement among students and burden staff who feel compelled to operate in a climate of fear and silence.

At the institutional level, the lack of consistent procedures and clear messaging worsens these challenges. HESA professionals like Sara described the absence of formal training and the patchwork methods they use to support students in crisis. These experiences align with findings that show how inconsistent institutional practices and unclear guidance lead to confusion, stress, and unfair outcomes for undocumented students (38). Additionally, the burden of advocacy and “invisible labor” performed by staff like Tina illustrates organizational practices that lead to burnout and staff turnover. Many of these HESA professionals do this work without recognition or staff support, which leaves them feeling helpless and unsure if their efforts are making a difference.

At the interpersonal level, trust and safety are key themes. Tina’s story about providing tailored support and free legal services on her campus emphasizes the importance of creating safe spaces for undocumented students. However, relying on individual staff members for trust-building also places a heavy emotional burden on those perceived as “safe,” which can lead to secondary trauma and compassion fatigue (13). Sara’s example of finding a workaround for stipends shows the innovative strategies HESA professionals use in the absence of institutional support, highlighting both their dedication and the unsustainable nature of this work.

The psychological impact of these cumulative barriers is clear at the individual level. Undocumented students reported feeling disengaged and withdrawing due to constant stress and uncertainty, aligning with previous research on decision fatigue and the internalization of illegality (38). HESA professionals also shared feelings of helplessness and burnout, questioning whether their work is sustainable in institutions that often lack structural support. As some participants noted, unlike staff who might leave for more supportive environments, undocumented students do not have the same mobility or privilege to leave, which deepens the inequalities involved.



Implications and future directions

These findings demand urgent action on multiple levels. Policies that generate fear and confusion (such as in-state tuition exclusions and admissions bans) need to be challenged and reformed to guarantee equal access to education and lessen the psychological stress on students and staff. At the institutional level, universities must acknowledge the diversity within immigrant student populations and commit to comprehensive training, clear protocols, and structural support for undocumented students and their advocates. Trauma-informed practices, consistent messaging, and compensating staff for the unseen labor of advocacy are vital steps forward.

Further research should continue examining the dual burden of immigration-related fatigue on undocumented students and HESA professionals, especially amid changing political landscapes and policy shifts. Expanding the IBF framework to include intersectional identities (e.g., race, gender, and health status) would provide even deeper insights into the complex experiences of burden and fatigue. Ultimately, addressing these psychological costs requires fostering individual resilience, systemic reform in policy and campus structures, and professional practices to create truly equitable and safe educational environments for undocumented students.
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This brief research report presents how rigid STEM narratives are perceived by undergraduate students from diverse backgrounds at an urban Minority Serving Institution (MSI) in NYC. This research focuses on student voices and reveals the unique challenges, motivations, and strengths they bring to STEM. A total of 15 peer to peer qualitative interviews were conducted between May and December of 2024. Content analyses using an inductive approach was used to cross code between the interviewers and student participants using content analyses revealed key themes such as: the importance of time management support, diverse mentorship, the role of parents and family members, among others. Findings illustrate that representation and authentic support significantly impact student success. Recommendations to address barriers and proposals of supportive solutions designed to break down STEM stereotypes to serve undergraduate students from diverse backgrounds.
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1 Introduction

Scientific advances are fueled by diverse perspectives. U.S. philosopher Thomas S. Kuhn proposed in his iconic book, The Structure of Scientific Revolutions (1962) (Kuhn, 2012), that science advances are stifled when paradigms that guide the scientific query are unchallenged (Ferrini-Mundy, 2013). In fact, he argues: “science advances results from the ‘development-by-accumulation' of accepted facts and theories” (Kuhn, 2012; Kindi and Arabatzis, 2013). To this end, diversity in perspectives has the potential to increase the scientific quality of arguments and spark a stronger thought toward scientific innovation.

The voices of diversity in 2025 are very much different than those in 1965 when Kuhn proposed this hypothesis. The U.S. Census Bureau estimate the nation's population is close to 345 million people in 2025, which is a 2.93% increase since Census Day on April 1, 2020 (US Census Bureau, 2024). Migration continues to be a key driver of population growth, in addition to a higher birth rate among migrants (Camarota and Zeigler, 2021). Highly skilled immigrants (first- or second-generation) in STEM fields may provide a competitive edge and may increase the innovative capacity of the United States. In 2019, immigrants comprised 28% of the college-educated STEM workforce, with over 45% holding STEM doctoral degrees (National Center for Science and Engineering Statistics, 2023). The value of diversification of academics in STEM is crucial and warranted from different yet interlinked perspectives such as social justice, economic competitiveness, and scientific quality (Xie, 2024).

Minority serving institutions (MSIs) play a crucial role among first- and second-generation immigrant background students to earn a baccalaureate STEM degree, but not necessarily to earn a doctoral degree in STEM. A review of the InfoBrief from National Center for Science and Engineering Statistics in 2023 indicate that Black, Hispanic, and AIAN doctorate recipients from 2010 to 2020 disproportionately earned a bachelor's degree from minority-serving institutions [National Science Foundation (NSF), 2023]. Therefore, it is crucial to learn what MSIs can do to promote post-baccalaureate education among first- and second-generation immigrant background students.

This study is a qualitative investigation of the perceptions, motivations, and barriers to enrollment and graduation among a sample of currently enrolled students in STEM-related majors in a MSI urban campus in New York City.



2 Methods

This project recruited 15 currently enrolled STEM students from Biology, Chemistry, Mathematics, Computer Science, and Health Sciences to explore perceptions, motivations, and barriers to enrolling, retention and graduating in STEM-related programs. This project received IRB approval number 2024-0544 and Title: Understanding perceptions, motivations and barriers to enrolling, staying enrolled and graduating in STEM careers among Lehman college students.


2.1 Research framework

The praxis of inquiry is Intersectionality. Intersectionality is a sociological framework that analyzes how various systems of power and oppression, such as racism, sexism, and classicism, overlap and intersect creating unique and multifaceted experiences of social inequality (Taj and Ashraf, 2024). It emphasizes that an individual's identities, like race, gender, and socioeconomic status, collectively shape their lived experiences (Carter and Seaton, 2025). Furthermore, intersectionality unveils how to operatively manage cultural complexities (Hays, 2024) and understand forms of discrimination that may result in disadvantages for those with overlapping marginalized identities (Taj and Ashraf, 2024; Collins and Bilge, 2016). Using intersectionality as the framework for inquiry, this study conducted qualitative semi-structured interviews to explore student's perceptions and considerations of enrolling in STEM careers, as well as barriers and incentives to remaining enrolled and graduating in these fields.



2.2 Recruitment

The recruitment was done using peer referrals. The principal investigator of this project recruited 3 STEM students as research assistants (RAs) for the NSF grant titled “Collaborative Research HSI_HUBs: Intersectionality in STEMs.” Each RA recruited between 4 and 5 peers in their field to interview. The inclusion criteria for the study were that students were required to be currently enrolled in a STEM-related field at the MSI campus and being over the age of 18 years. Consent to participate was collected at time of recruitment.

The recruitment used a purposive, peer-referral sampling led by three undergraduate RAs who each recruited peers in their field. Interviews were conducted on Zoom between Summer and Fall 2024, in English, averaged ~60 min, and participants received a $20 Amazon e-gift card.


2.2.1 Sample size and saturation

The research team judged the sample size as adequate when thematic saturation was reached. Interviews were conducted mainly during the summer months with less availability of students on campus. To this end, 4-5 interview per interviewer in the STEM discipline proved to be sufficient to capture student's narratives. The research team cross-referenced the reading of the narratives by reading each other's interviews. The research team discussed the emerging themes. If themes were not identified, additional interviews were conducted (one per RA) to confirm that no new themes appeared. On this basis, 15 interviews were sufficient for the goals of this project.




2.3 Semi-structured Interviews

The semi-structured interviews followed a research protocol that mimics a conversation between two-peers to seek to collect a “narrative” of storytelling that describe students' experiences. Interviews were conducted via zoom during a time agreed between the RA and the student. No individual identifier information was collected. Participants used a pseudo-name during the interview and cameras-on were optional. The intersectional variables associated with socioeconomic status were gender, age, family income, race or ethnicity, family support, place of birth, nativity, and school or degree program at the College. RAs took brief field notes after each session to capture contextual details and early analytic memos.

Based on findings of the literature on intersectionality, higher education and from extensive discussion between the RAs of the study, the following narratives and counter-narratives in STEM education were explored in the semi-structure interviews:

	• STEM is for White and Asian Men (Allen et al., 2022).
	• STEM comes from Innate Geniuses (Covarrubias et al., 2019).
	• STEM is a Pure Meritocracy (Weston et al., 2019).
	• STEM is a “Weed-Out” Culture (Weston et al., 2019).
	• STEM is Objective and Apolitical (Allen et al., 2022; Rodriguez et al., 2017).
	• STEM is Separate from Culture and Identity (Rodriguez et al., 2017).

The methodology entailed discussing the STEM stereotypes described above through the lens of the participant's lived experiences. To this end, participants explored the following:

• How do students at an urban MSI perceive STEM stereotypes?

• What challenges and opportunities do they encounter in STEM fields?

• How does the MSI environment influence their STEM identity and persistence?



2.4 Data analysis

The data analysis used inductive thematic analysis. Best practices from step-by step Qualitative content analysis was used (Mayring, 2021). The three undergraduate RAs generated data-driven codes in Excel/Word, then met to build a shared codebook, compare interpretations, and refine theme boundaries. All transcripts were consensus-coded; disagreements were resolved through discussion. We enhanced trustworthiness through regular analytic meetings and peer debriefing with the faculty mentor, and by keeping brief notes on coding decisions. Intersectionality provided the interpretive lens for relating emergent themes to gender, race/ethnicity, immigrant background, and socioeconomic status.




3 Results

A total of 15 semi-structured qualitative interviews were conducted, and close to 50% of all interviews were from students in Biology and Chemistry majors. Interviews were centered around their perceptions, and barriers to enrolling, staying enrolled, and graduating. Results revealed significant insights regarding the need for an intersectional approach to identify the challenges among STEM students and provide a framework to propose solutions to address these challenges.

Specifically, this project focused in identifying factors that encircle marginalized minority groups and their experience in STEM. The themes identified in the review of the interviews include:

	3.1 Ancestry and Background (Motivation and Family Sacrifice).
	3.2 Family and Social Environment on Career Choices.
	3.3 Challenges Time Management and Balancing Responsibilities.
	3.4 Expectations of STEM students.
	3.5 Exposure/Accessibility to STEM-related Extracurriculars; Mentorship and Outreach; Academic support.

To illustrate the importance of each themes identified, selected quotes are presented in the sections that follow.


3.1 Ancestry & background (motivation and family sacrifice)

Under this category, two sub-themes were identified: (1) Parental Sacrifices and High Expectations and (2) First-Generation College Experience and Lack of Parental Guidance. Each of the following quotes exemplifies students' sentiments and the role of their ancestry in choosing a career in STEM.

Participant 103: “Essentially, as a first-generation college student, parents don't really know what college means, and the value of college. As all they can really see is, as long as you have a job, that's all that really matters to us.”

Participant 201 - “They [my parents] have very high expectations for me because, you know, they sacrificed everything to come here so that their children could have the life that they didn't have, so they always make sure that I'm doing well in school, and they… made it clear to me that education is number one.”

This finding is well within the literature of the expectancy-value model of motivation achievement which posits that motivation is influenced by social-cognitive variables such as self-efficacy and beliefs about the usefulness or utility of task (Dotterer, 2022). In this case, the self-efficacy of students is proven in the quotes of the participants of this study. Students expressed the usefulness of their sacrifice as perceived by their parental figures as the most useful. Research supports that parent involvement can promote children's self-efficacy which is important for having STEM interest and persisting in a STEM field (Amarnani et al., 2018). This model applied in this study helped to understand the factors that contribute to racial/ethnic minority adolescents' STEM interest and achievement, suggesting that parental involvement was the most predictive of the variables, as linked to self-efficacy. Therefore, parental involvement in STEM helps adolescents to feel more confident in their STEM abilities but it does not necessarily contribute to adolescents' STEM utility values (Dotterer, 2022; Amarnani et al., 2018).



3.2 Family and social environment on career choices

The semi-structured interviews revealed six sub-themes related to family and culture. Specifically, participants described differences in expectations based on both culture and gender. Students emphasized the importance of family or community members as role models, particularly those with exposure to STEM careers or knowledge, as key motivators for entering or staying in STEM fields. Peers, faculty, or mentors were mentioned less often in influencing college or major choices. A few participants, however, highlighted their peers as role models. Table 1 illustrates each sub-theme with a participant's quote.

TABLE 1 Family and social environment on career choices themes and participant's quotes.


	Sub-theme category
	Participant's quote





	Family stressors
	“So, I think I put too much on my plate, and I try and do all these different things at once, and so it just gets stressful. Then I'd have my mind in too many different places. Not only am I a double major, but I also work about 20 h a week, and then I work in tutoring on campus. So, students see me in the library when I'm trying to study, and people come up to me. You know this too, but it's just hard to say no. I like to help people when I can, and I suck at saying no, so I like to give all my time away, and then it leaves less time for me to study. So, not having enough time for myself really demotivates me. It puts me in a depressed mindset. “

 
	Cultural and gender expectations
	“As far as they tell me, they‘re very proud of me, but they're always telling me not to do it because, as a woman, it's going to be very difficult for me to do that and take care of the house.”

 
	Role models and family influence on stem motivation
	“My uncle, actually, he's an engineer. And that kind of inspired me, because I think he's the only one that went to college on my mom's side of the family. So that really inspired me to pursue a degree in STEM.”

 
	Exposure to STEM through family members
	“The people I surround myself with. A lot of them are STEM-oriented... we have similar interests, and when other like-minded individuals are working toward it, it makes you want to work toward it as well.”



	Peer influence and support networks
	

 
	Role of professors, advisors, and mentors
	“Some professors go out of their way to make sure you understand the material. My organic chemistry professor, in particular, was a huge help. I went to every office hour.”





A systematic narrative review of 55 articles that assessed the effects of role models on students' STEM motivation as a function of several features of the role models (their perceived competence, their perceived similarity to students, and the perceived attainability of their success) and the students (their gender, race/ethnicity, age, and identification with STEM) found that students and models need to be carefully studied (Gladstone and Cimpian, 2021). There is no one-size fits all. The majority-group of STEM role models are less-than-effective motivators for marginalized students because they highlight the stereotypes differences and may conclude in students feeling unwelcomed. In contrast, underrepresented-group STEM role models may not activate similar threats in majority-group students, who are generally unlikely to question their place in STEM and might therefore see the role model simply as an inspiring adult whose success they can try to emulate (Gladstone and Cimpian, 2021). Therefore, what role model is more applicable to the students from this study is differentiated by gender than race, with a note that boys or young men from a minority or immigrant background are knowingly different. In that sense, role models from underrepresented groups that apply more than one motivator may result in a net motivation gain on average and avoiding sticking to a single motivation model (Gladstone and Cimpian, 2021; Tal et al., 2024).



3.3 Challenges in time management and balancing responsibilities

Most of the students expressed challenges related to time management and work-school-family balance. Three sub-themes were identified: overall sentiments of an overwhelming life, job-related burnout and procrastination, and difficulties managing the time demands of STEM coursework (Table 2).

TABLE 2 Challenges time management and balancing responsibilities and participant's quotes.


	Sub-theme category
	Participant's quote





	Sentiments of an overwhelming life
	“I was taking 18 credits, and I was working 2 jobs, and it was crazy. I was working at Staples, and then I was also tutoring, and it was just a lot... I would have class one day, and then I would leave and do my shift at Staples, and then... tutoring right after.”

 
	Jobs, burnout and procrastination
	“Both of [my jobs] take time, and one of them takes more brain energy than the other... but still, sometimes it takes a toll on your mind.” “Sometimes midterm season, final season with all the tutoring and stuff, I felt like my brain was fried... you're processing so much information, teaching information, but then you gotta study for another exam.”

 
	Managing STEM coursework takes significant time
	“Understanding the course itself is quite difficult. Chemistry is not exactly easy... if you're a student who works and does a lot of other things, it's hard to keep balance.”





These sentiments are not unique to students in this study. Student stress and anxiety are frequently cited as having negative effects on students' academic performance (Hsu and Goldsmith, 2021). In fact, stress and anxiety are known as major challenges facing college students with more than one-third of all college students report experiencing stress and impact their academic performance within the past academic year (Morey and Taylor, 2019). Some of the research suggest that instructors and professors can play a role in mitigating these challenges (Hsu and Goldsmith, 2021). Evidence-based strategies that instructors can employ span a range of approaches, from modifying instructional techniques to empowering students with different mindsets and tools that they can use to alleviate stress (Morey and Taylor, 2019; Myers et al., 2012).



3.4 Expectations of STEM Students by STEM students

Participants in this sample expressed that they experience high, often unrealistic expectations as STEM students. These include overworking through extracurricular activities and feeling pressured to apply to competitive programs or internships. Some of the quotes include:

	“Doing extracurriculars, in addition to my college program, I get to meet a lot of people. I get to network... I still feel like I need to do more volunteering, more research to get into med school—that's my goal.”
	“I expect a lot from myself because I know what I'm capable of... Even if I struggle, I feel like I have to keep proving that I belong here.“
	“I think I can definitely like, create a lot of pressure for myself... I also doubt the ability to get where I want to go... those doubts, and also those comparisons can oftentimes... shoot me down.”

This finding is aligned with the literature of college students in STEM disciplines in that they are increasingly faced with highly competitive and demanding degree programs and are at risk of academic overconfidence (Hall and Sverdlik, 2016). Due to this risk, students report that having high ability in science disciplines are also likely to experience academic pressure and associated physical and psychological distress (Webb et al., 2002). Important to this research is to identify the factors that may contribute to racial disparities in STEM participation beyond academic preparation related to added stress or unrealistic expectations. Some research suggest that first-year STEM students tend to overestimate their performance in general, and subsequent analyses indicate that students who overestimate are more likely to switch out of STEM (Park et al., 2023) and some race-based differences in overestimation can be explained by pre-college academic and high school a student attended (Park et al., 2023).



3.5 Exposure/accessibility to STEM-related extracurriculars; mentorship and outreach; academic/communal support

Themes related to the university infrastructure, including faculty mentorship and research capacity, in addition to peer- and community-environment were identified as important factors to remaining in a STEM major. Table 3 illustrates each of the sub-themes in this category.

TABLE 3 Exposure to STEM extracurriculars and mentorships and participant's quotes.


	Sub-theme category
	Participant's quote





	Strong mentorship and academic support exist, but are underutilized
	“I think for the most part, the professors are really good. They care a lot about the students and how they perform in their class. You can tell it's not just because they want a good rating or review, it's because they genuinely want you to succeed.”

 
	Research and extracurricular opportunities are available but need more awareness
	“More offers for research. I think a lot of students like research, more so than maybe the actual classes and stuff... I think all departments should offer more opportunities for research and really advocate for them.”

 
	Some students feel a strong sense of community
	“I'm very comfortable here. It's close to my work and house, but it's not only that. I'm comfortable with the professors that I've had. I'm comfortable with my peers. I've created a good group here.” “… We're all struggling with the same things, either with coursework, life, or just work in general. So, I feel like we can all get along and bond on that aspect.”

 
	Students rely on peer networks for academic success
	“I like to surround myself with peers that have more effective studying techniques... The way I study best is around people. If I study alone, I feel like I'll only study what I know. I like to take from what other people do.”





Mentoring initiatives for undergraduate and graduate students is vast, and there are many programs that support students from a minority background (Nkrumah and Scott, 2022). Under the intersectionality framework mentoring programs must include multiple intersections. This manifold approach call for the attention that understands power, challenges social context, and interrogates oppressive structures and mentors and mentees, as well as other individuals in higher education (e.g., staff and administrators) addressing hierarchies (Nkrumah and Scott, 2022).




4 Discussion

Family members are the most important factors to enroll in a STEM major, while their peers and supportive institutional networks were identified as the most important to remain in a STEM major. Most students expressed challenges related to time management and work-school-family balance as the main challenge to staying in a STEM career. The narratives of high expectations for students in STEM majors were upheld by those in the sample to the point where participants expressed a risk for burnout.

Specific recommendations to each of the issues identified in the themes above are detailed below into 5 categories. These categories were adapted from Hsu and Goldsmith (2021):

	1. Learning and preparing to act.
	– Leverage Family Influence for STEM Motivation. Schools can strengthen mentorship initiatives by connecting students with professionals from similar backgrounds to reinforce STEM career possibilities.
	– Promote peer mentoring programs. Many students benefit from study groups and peer mentoring, but not all students know how to access these resources. Schools should promote structured peer mentoring programs for students in challenging STEM courses.
	2. Connecting with students.
	– Provide Gender-Specific Support in STEM. Programs aimed at empowering women in STEM should address traditional barriers and provide mentorship opportunities.
	– Need for More Flexible Scheduling and Support. Colleges should offer more flexible class options (online, evening classes) to help students balance work and school. Furthermore, study groups and peer-led tutoring should be encouraged to help students manage heavy STEM coursework.
	3. Building an empowering atmosphere in the classroom.
	– Provide First-Generation Support Services. Colleges should provide tailored support to first-generation students, including guidance on navigating academic expectations and career paths.
	– Provide Financial Aid Awareness and Assistance. More outreach is needed to help students and families understand financial aid options and scholarships.
	4. Reducing testing anxiety.
	– Provide Culturally Inclusive Career Counseling. Advising programs should address family expectations and career misconceptions, especially for those in fields requiring extended education.
	– Expand Time Management and Mental Health Support. Workshops on study skills, time management, and stress reduction should be promoted. Colleges should provide more awareness about mental health resources for burnout prevention. Students also deal with competition, imposter syndrome, and academic pressure. Schools should offer stress management and resilience workshops. Professors should emphasize that one bad grade does not define a student's STEM career.
	– Rethinking Job and Study Balance. More on-campus employment opportunities related to STEM should be created, as being a TA/tutor has helped some students academically. Schools could introduce more paid research opportunities so students don't have to choose between income and academics.
	5. Promoting effective academic skills.
	– Enhance Mentorship and Peer Networks. Programs that connect students with professionals in STEM could strengthen retention and engagement. Organize Peer-led study groups and mentorship initiatives should be expanded.
	– Faculty-Driven Support and Advising. Professors and advisors should continue offering structured academic guidance, especially in challenging STEM courses.
	– Improve Access to Research and Internship Opportunities Without Overwhelming Students. Schools should provide structured research opportunities so students can gain experience without feeling like they must “do it all.” Some students find research opportunities through advisors, while others struggle to access them. Schools should ensure all students know how to find and apply for research and internship programs.



6 Limitations

Evaluating the evidence without biases is critical to underpin practice (Smith and Noble, 2025). This study has the potential of sampling bias or potential exclusion of less-connected students, the recruitment relied on peer referrals from the RAs who are already motivated STEM students. There is the potential that less-connected students and some non-Biology/Chemistry majors may be under-represented, which could bias the sample toward the RAs' networks. Students in other STEM of life sciences disciplines may not be represented in the results of this qualitative study. Also, this study did not have the opportunity to conduct inter-rater reliability of the instrument and therefore the results may subject to threat of internal validity.



7 Conclusion

MSIs are tasked with creating an equitable learning environment that will be conducive to successful, academically prepared students who are equipped with the necessary skills to enter STEM career pathways. MSIs often create nurturing academic settings that cater to the unique cultural and educational needs of their students. Fewer research has studied the relationship between the background of the scientific workforce and the type of science, population, and instruction focus; and even less studied is the role institutional structures that support this science.

This research called for an intersectionality approach to mentoring and understanding of what students experience while studying at this Urban MSI. As an Urban MSI in New York City the diversity of students falls beyond race and ethnicity to include layers of immigration, inter-generational students, religion, urban versus rural commuting students, low- and high-income residents in NYC attending public institutions, high income multilingual students vs. English as a second language students coming out of NYC school districts, and more, and specially in gender differences. All of these areas merit more analyses to understand their narratives and counter narratives as they interface with the STEM studies and careers. Each of these have a relation to their parental role models, how they experience instructor mentorship, study-work balance, and the other narratives identified in this research.



Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

The studies involving humans were approved by CUNY Human Research Protection IRB. The studies were conducted in accordance with the local legislation and institutional requirements. All participants provided their oral informed consent to participate in this study.



Author contributions

FI: Conceptualization, Data curation, Writing – review & editing, Methodology, Formal analysis, Writing – original draft, Investigation. KR: Conceptualization, Data curation, Writing – review & editing, Formal analysis. DÁ: Conceptualization, Writing – original draft, Writing – review & editing, Investigation, Formal analysis, Methodology, Data curation. MR: Writing – review & editing, Methodology, Project administration, Data curation, Funding acquisition, Resources, Writing – original draft, Conceptualization, Supervision.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. This study was possible due to funding from NSF Award Number (FAIN): 2310991 titled: “Collaborative Research HSI_HUBs: Intersectionality in STEMs”.



Acknowledgments

Thank you CUNY's Institute for Health Equity (CIHE) and Dominican Studies Institute (DSI) for the support and guidance in this project. Special mention to CIHE's Administrative Coordinator.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The author(s) declare that no Gen AI was used in the creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this article has been generated by Frontiers with the support of artificial intelligence and reasonable efforts have been made to ensure accuracy, including review by the authors wherever possible. If you identify any issues, please contact us.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References
	 Allen, D., Dancy, M., Stearns, E., Mickelson, R., and Bottia, M. (2022). Racism, sexism and disconnection: Contrasting experiences of Black women in STEM before and after transfer from community college. Int. J. Stem Educ. 9:20. doi: 10.1186/s40594-022-00334-2
	 Amarnani, R. K., Garcia, P. R. J. M., Restubog, S. L. D., Bordia, P., and Bordia, S. (2018). Do you think I'm worth it? The self-verifying role of parental engagement in career adaptability and career persistence among STEM students. J. Career Assess. 26, 77–94. doi: 10.1177/1069072716679925
	 Camarota, S. A., and Zeigler, K. (2021). Fertility Among Immigrants and Native-Born Americans. Washington, DC: Center for Immigration Studies
	 Carter, R., and Seaton, E. K. (2025). Rethinking pubertal research: embracing intersectionality. Child Dev. Perspect. 19, 80–91. doi: 10.1111/cdep.12527
	 Collins, P. H., and Bilge, S. (2016). Intersectionality Polity Press. Malden, MA: Polity Press.
	 Covarrubias, R., Laiduc, G., and Valle, I. (2019). Growth messages increase help-seeking and performance for women in STEM. Group Process. Intergr. Relat. 22, 434–451. doi: 10.1177/1368430218802958
	 Dotterer, A. M. (2022). Parent involvement, expectancy values, and STEM outcomes among underrepresented adolescents. Soc. Psychol. Educ. 25, 113–127. doi: 10.1007/s11218-021-09677-0
	 Ferrini-Mundy, J. (2013). Driven by diversity. Science. 340:278. doi: 10.1126/science.1235521
	 Gladstone, J. R., and Cimpian, A. (2021). Which role models are effective for which students? A systematic review and four recommendations for maximizing the effectiveness of role models in STEM. Int. J. STEM Educ. 8:59. doi: 10.1186/s40594-021-00315-x
	 Hall, N. C., and Sverdlik, A. (2016). Encouraging realistic expectations in STEM students: paradoxical effects of a motivational intervention. Front. Psychol. 7:1109. doi: 10.3389/fpsyg.2016.01109
	 Hays, P. A. (2024). Four steps toward intersectionality in psychotherapy using the ADDRESSING framework. Prof. Psychol. Res. Pract. 55, 454–462. doi: 10.1037/pro0000577
	 Hsu, J. L., and Goldsmith, G. R. (2021). Instructor strategies to alleviate stress and anxiety among college and university STEM students. CBE Life Sci. Educ. 20:es1. doi: 10.1187/cbe.20-08-0189
	 Kindi, V., and Arabatzis, T. (2013). Kuhn's The structure of Scientific Revolutions Revisited. Milton Park: Routledge.
	 Kuhn, T. S. (2012). The Structure of Scientific Revolutions, 50th ed. University of Chicago Press.
	 Mayring, P. (2021). Qualitative Content Analysis: A Step-by-Step Guide. Washington DC: Sage publication.
	 Morey, T., and Taylor, N. (2019). Understanding how undergraduate students experience and manage stress: implications for teaching and learning anthropology. Teach. Learn. Anthropol. 2:e0875 doi: 10.5070/T32240875
	 Myers, S. B., Sweeney, A. C., Popick, V., Wesley, K., Bordfeld, A., Fingerhut, R., et al. (2012). Self-care practices and perceived stress levels among psychology graduate students. Train. Educ. Prof. Psychol. 6:55. doi: 10.1037/a0026534
	 National Center for Science and Engineering Statistics (2023). College-Educated STEM Workforce. Washington, DC: NSF.
	 National Science Foundation (NSF) (2023). NSF's Eddie Bernice Johnson Inclusion across the Nation of Communities of Learners of Underrepresented Discoverers in Engineering and Science Initiative. Washington, DC: NSF.
	 Nkrumah, T., and Scott, K. A. (2022). Mentoring in STEM higher education: a synthesis of the literature to (re)present the excluded women of color. Int. J. STEM Educ. 9:50. doi: 10.1186/s40594-022-00367-7
	 Park, E. S., McPartlan, P., Solanki, S., and Xu, D. (2023). When expectation isn't reality: racial disparities in overestimation and STEM attrition among first-year students in college. J. High. Educ. 94, 526–556. doi: 10.1080/00221546.2022.2146570
	 Rodriguez, S. L., Cunningham, K., and Jordan, A. (2017). What a scientist looks like: How community colleges can utilize and enhance science identity development as a means to improve success for women of color. Commun. Coll. J. Res. Pract. 41, 232–238. doi: 10.1080/10668926.2016.1251354
	 Smith, J., and Noble, H. (2025). Understanding sources of bias in research. Evid. Based Nurs. 28, 137–139. doi: 10.1136/ebnurs-2024-104231
	 Taj, N., and Ashraf, T. (2024). Special issue editorial: intersectionality: from theory to practice. J. Underrepresented Minor. Progr. 8, 1–9. doi: 10.32674/eddpxq53
	 Tal, M., Lavi, R., Reiss, S., and Dori, Y. J. (2024). Gender perspectives on role models: Insights from STEM students and professionals. J. Sci. Educ. Technol. 33, 699–717. doi: 10.1007/s10956-024-10114-y
	 US Census Bureau (2024). “QuickFacts United States,” in Survey PE-AC (ed.). Washington, DC: US Census Bureau.
	 Webb, R. M., Lubinski, D., and Benbow, C. P. (2002). Mathematically facile adolescents with math-science aspirations: new perspectives on their educational and vocational development. J. Educ. Psychol. 94:785. doi: 10.1037/0022-0663.94.4.785
	 Weston, T. J., Seymour, E., Koch, A. K., and Drake, B. M. (2019). “Weed-out classes and their consequences.” in Talking About Leaving Revisited: Persistence, Relocation, and Loss in Undergraduate STEM Education. (Berlin: Springer), 197–243. doi: 10.1007/978-3-030-25304-2_7
	 Xie, S. (2024). The Geography of Inequality in STEM: Immigration, Gender, and Economic Disparities in the United States. Tempe, AZ: Arizona State University.
	Copyright
 © 2025 Reynoso, Ismail, Ávila and Roldós. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.









 


	
	
ORIGINAL RESEARCH
published: 14 October 2025
doi: 10.3389/fpubh.2025.1652410








[image: image2]

A crisis in the shadows: public health outcomes and barriers to care for children of North Korean defectors in China

Ji-Ung Jeong*


Department of Disability Studies, Daegu University, Daegu, Republic of Korea

Edited by
 Maria-Isabel Roldos, The City University of New York, United States

Reviewed by
 Kerem Kinik, University of Health Sciences, Türkiye
 Justine McGovern, The City University of New York, United States
 

*Correspondence
 Ji-Ung Jeong, jiungjeong987@gmail.com 

Received 23 June 2025
 Accepted 30 September 2025
 Published 14 October 2025

Citation
 Jeong J-U (2025) A crisis in the shadows: public health outcomes and barriers to care for children of North Korean defectors in China. Front. Public Health 13:1652410. doi: 10.3389/fpubh.2025.1652410
 




Background: Children born to North Korean defectors in China are effectively stateless and legally invisible, creating severe structural barriers to healthcare. This policy-driven public health crisis, marked by poor physical and mental health outcomes, remains critically underexamined from a healthcare perspective. This study aims to analyze the policy discourse to identify these structural barriers and understand how the health of this vulnerable pediatric population is framed and contested over time.
Methods: A longitudinal qualitative content analysis was conducted on official documents from the UN Committee on the Rights of the Child (CRC) treaty-reporting cycles. The analysis covers the period from 2005 to 2022, systematically comparing the evolving positions of the Chinese government, the CRC, and civil society organizations on health-related issues.
Results: The analysis reveals a persistent discursive stalemate. China consistently employs a strategy of deflection and denial, framing North Koreans as “illegal economic migrants” and a security threat, a position that has not changed over the 17-year period. In contrast, the CRC’s critique evolved from general concerns about “irreparable harm” to a specific focus on the de facto statelessness and denial of legal identity as the primary barrier to pediatric care for these children.
Conclusion: State policies that deny legal identity are the primary structural determinants of this public health crisis, systematically producing poor health outcomes. The analysis confirms that while the UN reporting system is limited in its enforcement capacity, it is crucial for documenting these violations. To mitigate harm, future health policy and advocacy should focus on the key recommendation of decoupling access to essential pediatric services from a child’s legal or household registration status.
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1 Introduction

The principle of universal access to healthcare is a cornerstone of global public health, predicated on the belief that a child’s health and survival should not be determined by their legal status (1, 2). However, state policies that render specific populations legally invisible create profound public health crises by systematically dismantling this access. This is the stark reality for an estimated 30,000–50,000 children of North Korean defectors in China, a hidden pediatric population facing extreme health risks due to their stateless and undocumented status (3, 4). Denied a legal identity, these children are systematically excluded from China’s public healthcare system, resulting in a cascade of negative health outcomes, including untreated pediatric illness, chronic malnutrition, and severe developmental trauma (5).

This public health crisis is not accidental but is engineered by specific state policies that function as powerful social determinants of health. The primary structural barrier is China’s household registration (hukou) system, which serves as an essential, non-clinical gatekeeper to all public services. As their North Korean mothers are undocumented and live under the constant threat of forced repatriation, the act of registering a child to secure healthcare access becomes a perilous choice that risks family separation and the mother’s return to a country where she faces torture or execution (5). This impossible dilemma effectively weaponizes the healthcare and administrative systems against them. Consequently, these children are barred from receiving essential pediatric care, including vaccinations and developmental screenings, while the perpetual fear of discovery acts as a source of chronic toxic stress—a well-documented physiological process that impairs childhood neurological development and precipitates significant mental health challenges in both mother and child (6–8).

While the devastating health consequences of this situation are known to humanitarian actors, they have been consistently marginalized within mainstream public health literature and policy discourse. The primary venue where this crisis is officially and publicly addressed is the UN human rights treaty-reporting system. Within this forum, bodies like the UN Committee on the Rights of the Child (CRC) have repeatedly challenged China on the physical and psychological harm caused by its policies (9, 10). This official dialogue, therefore, represents a unique site of analysis for understanding how the health of a vulnerable population is framed, contested, and ultimately neglected at the highest levels of international governance. This study repositions a human rights issue as an urgent public health problem. Through a longitudinal analysis of UN treaty body reporting documents from 2005 to 2022, this research dissects the political and legal architecture of this health crisis. The objective is to analyze how the health and wellbeing of these children are framed, how state justifications perpetuate barriers to care, and how the international community has responded. By moving beyond a description of the problem to an analysis of the policy discourse that sustains it, this study provides a new framework for understanding state-produced health inequities affecting hidden populations and offers critical insights for developing interventions that can mitigate harm and promote health justice.

This study uses three interconnected concepts to describe the plight of the children of North Korean defectors in China. ‘Lack of legal identity’ refers to the absence of official documentation which is the necessary prerequisite to access state services in China. This practical, bureaucratic exclusion often leads to ‘de facto statelessness,’ a condition where a child, despite potentially having a nationality in theory, is not recognized as a national by any state in practice and is thus denied the protections associated with citizenship. Together, these conditions create a state of ‘legal invisibility,’ a term used in this paper to describe the lived reality of being functionally non-existent to the state’s administrative, healthcare, and educational systems.



2 Literature review: a hidden public health crisis

This chapter establishes the context for the public health crisis facing children of North Korean defectors in China. It begins by describing the population and the environment of legal precarity in which they exist. It then details the specific physical and mental health vulnerabilities that define this pediatric crisis. Finally, it analyzes the state policies and legal frameworks that function as structural barriers to care, creating and perpetuating these adverse health outcomes.


2.1 Population of North Korean defectors and their children in China

Estimating the number of North Korean defectors residing in China is notoriously difficult, with figures ranging from tens of thousands to over 100,000 (11). This population exists in a state of extreme legal precarity, as China does not recognize them as refugees, but rather as illegal economic migrants (12). This classification leaves them without legal protection and under constant threat of discovery and forced repatriation to North Korea, where they face severe penalties, including torture and execution (11, 13).

Within this hidden population is a distinct and highly vulnerable pediatric group: children born in China to North Korean mothers and, typically, Chinese fathers. These children inherit their mothers’ precarious legal status. Their existence is defined by a lack of legal identity, as their mothers cannot safely register their birth without risking their own arrest (14). This legal invisibility is the foundational social determinant that drives the public health crisis affecting this group.



2.2 Physical and mental health outcomes of legal invisibility

The denial of legal status creates a cascade of severe and interconnected health crises for these children, impacting both their physical and mental wellbeing from birth. This section details the specific health profile of this hidden pediatric population.


2.2.1 Physical health and barriers to pediatric care

The most immediate and damaging consequence of legal invisibility is the systemic exclusion from China’s public healthcare system. Lacking hukou, the essential household registration, these children are barred from receiving fundamental pediatric care, including the full schedule of routine childhood vaccinations, which places them at high risk for preventable infectious diseases such as measles, polio, and diphtheria (14). They are also excluded from developmental screenings, meaning that physical, cognitive, or sensory impairments (e.g., vision or hearing problems) may go undiagnosed during critical early-childhood windows, leading to lifelong disabilities that could have been mitigated with early intervention.

Furthermore, many of these children suffer from chronic nutritional deficiencies and stunted growth. This often begins in utero, as their mothers—frequently victims of trafficking and living in poverty—may have been malnourished during pregnancy, leading to low birth weight and a predisposition to poor health (15). This intergenerational transfer of vulnerability is compounded by post-natal poverty and food insecurity. Without access to subsidized healthcare or nutritional support programs, treating even common illnesses like respiratory infections or diarrhea becomes a significant financial burden. Families are forced to rely on costly private clinics they can ill afford or, more often, forgo care entirely. This not only leads to higher rates of preventable morbidity but also sets the stage for poor long-term health outcomes, as childhood malnutrition and stunting are linked to an increased risk of chronic diseases such as diabetes and cardiovascular conditions in adulthood (15).



2.2.2 Mental health and developmental trauma

The environment of constant fear, instability, and secrecy inflicts profound and lasting psychological distress on these children. The perpetual threat of a mother’s arrest and forced repatriation creates a state of toxic stress, where the child’s developing brain is continuously exposed to high levels of stress hormones like cortisol. This is known to impair cognitive function, emotional regulation, and executive functioning (6). The common occurrence of family separation—whether through a mother’s arrest or her decision to flee onward to a third country—is a defining traumatic event. It can result in complex trauma (C-PTSD) and severe attachment disorders, as the child experiences a profound sense of abandonment and what trauma specialists term ‘ambiguous loss’: a psychologically devastating loss that lacks closure because the parent’s fate—whether they have been repatriated, imprisoned, or have fled elsewhere—remains unknown (6, 7, 16).

This direct psychological burden is compounded by severe social isolation. Taught from a young age to be inconspicuous and to avoid authorities, these children are often deprived of the normal peer interaction, play, and school environments that are crucial for healthy social and emotional development. This isolation can lead to feelings of otherness, loneliness, and depression, further hindering their ability to form healthy social relationships (8). The combination of these factors—toxic stress, trauma of separation, and social isolation—creates a mental health profile of extreme vulnerability, with children at high risk for a range of psychiatric and behavioral disorders that go entirely undiagnosed and untreated by any formal mental health service.




2.3 Structural determinants: state policies as barriers to healthcare

The adverse health outcomes detailed above are not accidental but are the predictable results of specific state policies that function as powerful structural determinants of health.

China’s policy of classifying North Korean defectors as “illegal economic migrants,” rather than as refugees or asylum seekers deserving of protection under international law, is the primary driver of this crisis (5, 13). This political and legal classification is a deliberate strategy that strips these individuals of any claim to international protection. The policy is enforced through a bilateral border agreement with North Korea and underpins the practice of forced repatriation. It is this credible and constant threat of repatriation that prevents mothers from seeking necessary prenatal and pediatric care for their children, effectively turning the healthcare system from a place of safety and support into a site of potential danger and family destruction.

Furthermore, China’s hukou system institutionalizes this exclusion, acting as the primary mechanism that translates a mother’s illegal status into her child’s denial of care. By linking access to all public services—including healthcare, vaccinations, and education—to this registration document, the system structurally denies care to any child who cannot be safely registered (14). Although China has ratified the Convention on the Rights of the Child, which mandates that the “best interests of the child” be a primary consideration in all actions, its domestic policies on immigration and household registration systematically override this principle for this specific population. These policies create a closed loop of vulnerability: the mother’s illegal status makes her child legally invisible, and this legal invisibility becomes an insurmountable barrier to accessing the healthcare necessary for a healthy and productive life.




3 Materials and methods

This chapter outlines the methodological approach used to analyze the policy discourse surrounding the health and wellbeing of children of North Korean defectors in China. It details the study’s health-focused research objectives, describes the data sources and selection criteria, and presents the systematic framework used for the qualitative content analysis.


3.1 Research objectives

The primary purpose of this study is to systematically analyze the international policy discourse that shapes the healthcare access and health outcomes of children of North Korean defectors in China. The research is guided by the central question: How has the policy dialogue within the UN system framed the health-related vulnerabilities and structural barriers to care for these children since 2000?

To understand the drivers of this public health crisis and inform future health policy, this research first identifies and categorizes the key health-related issues and barriers to care—such as the lack of access to pediatric services, mental health trauma, and nutritional deficits—as they are articulated within the UN CRC reporting process. The study then proceeds to analyze and compare how different actors, namely the Chinese government, the CRC, and civil society organizations, frame the health and wellbeing of these children. Finally, the research examines the evolution of this health policy discourse over time, assessing whether the focus on specific health outcomes has changed and how the Chinese state has responded to health-related recommendations.



3.2 Data sources

The primary data for this study consist of public documents from the CRC treaty-reporting system pertaining to the People’s Republic of China for reporting cycles after the year 2000. These legal and policy documents were selected as they represent the official, high-level discourse that directly influences the structural determinants of health for this population. The documents include State Party Reports submitted by China, Lists of Issues and Concluding Observations from the Committee, and Parallel Reports from civil society organizations.

Data collection was conducted using the UN Treaty Body Database. The search parameters were set to “Asia-Pacific - China” and “Committee on the Rights of the Child,” and relevant documents were downloaded. The specific documents selected for analysis are detailed in Table 1.


TABLE 1 Documents selected for analysis from the CRC treaty-reporting system.


	Document classification
	Producing organization
	Nature of organization
	Publication date

 

 	Concluding Observations (on 1st and 2nd State Report) 	Committee on the Rights of the Child 	UN 	CRC treaty body 	Nov 24, 2005


 	State Report (3rd and 4th periodic reports) 	People’s Republic of China 	China 	State Party 	Jul 16, 2010


 	Parallel Report 	Human Rights in China (HRIC) 	U. S. 	Civil Society Organization 	Nov, 2012


 	List of Issues 	Committee on the Rights of the Child 	UN 	CRC treaty body 	May 10, 2013


 	Reply to List of Issues 	People’s Republic of China 	China 	State Party 	Aug 29, 2013


 	Concluding Observations (on 3rd and 4th State Report) 	Committee on the Rights of the Child 	UN 	CRC treaty body 	Oct 29, 2013


 	State Report (5th and 6th periodic reports) 	People’s Republic of China 	China 	State Party 	Jul 16, 2022




 

This study employs a qualitative content analysis of public documents, a method well-suited for systematically identifying and interpreting specific themes and arguments within policy texts (17). The analytical procedure began with a thorough document immersion and open-coding process, where all text segments referencing North Korean defectors and their children were tagged with a specific focus on terms related to both legal status (e.g., refugee, statelessness) and health and wellbeing (e.g., healthcare access, mental health, nutrition). Following this coding, the initial codes were systematically reviewed and organized into broader, health-oriented themes, such as “Structural Barriers to Healthcare Access,” “Mental Health Stressors and Trauma,” and “State Justifications for Policies with Negative Health Impacts.” Next, the analysis proceeded with an actor-based comparative approach, where the content related to each theme was examined by its source—the Chinese government, the CRC, or civil society—to reveal how each actor framed the health issues. Finally, a longitudinal analysis was conducted across the reporting cycles (2005–2022) to trace the evolution of the health discourse, identifying persistent health concerns and any discernible shifts in the policy dialogue over time (Table 2).


TABLE 2 Analytical framework for the analysis.


	Step
	Title
	Description

 

 	1 	Document Immersion and Coding 	Comprehensive reading and open-coding of documents to identify references to North Korean children related issues.


 	2 	Thematic Categorization 	Grouping codes into key themes.


 	3 	Actor-Based Comparison 	Analyzing each theme by source to identify consensus and divergence.


 	4 	Longitudinal Analysis 	Tracing thematic developments across reporting cycles to assess continuity and change over time.




 




4 Results

The longitudinal analysis of the UN treaty-reporting documents reveals a persistent and unresolved public health crisis affecting children of North Korean defectors in China. The dialogue between the CRC, the Chinese government, and civil society highlights several key themes: the profound health risks associated with China’s refoulement policy, the systemic denial of healthcare due to legal invisibility, and the discursive strategies used by the state that perpetuate these conditions.


4.1 The policy of forced repatriation: the risk of irreparable harm

The foundational issue that emerges from the UN reporting cycle is China’s policy of forced repatriation and its direct, severe health consequences. The dialogue began in 2005 when the CRC first expressed grave concern that children entering China from the DPRK were “categorically considered as economic migrants and returned… without consideration of whether there are risks of irreparable harm to the child upon return” (18). By invoking the term “irreparable harm,” the Committee framed the issue not merely as a legal violation but as a primary health concern, encompassing the immediate risks of physical violence and torture upon repatriation, as well as the long-term consequences of severe psychological trauma, such as Post-Traumatic Stress Disorder (PTSD) and chronic anxiety disorders.

In its 2010 State Report, the Chinese government responded not by addressing the risk of harm, but by employing a strategy of deflection. It highlighted its proper treatment of other, formally recognized refugee groups from countries like Vietnam, Pakistan, and Iraq, thereby projecting an image of compliance with international norms while sidestepping the specific allegations concerning North Koreans. The report firmly established a narrative that would persist for over a decade, stating that individuals from the DPRK are “not refugees” but illegal economic entrants, a classification that conveniently removes them from the protective obligations of the Refugee Convention (19).

This categorical denial was challenged by civil society, which pushed for a focus on procedure and individual health risks. In its 2012 submission, Human Rights in China (HRIC) argued that “the determination of refugee status and the risk of irreparable harm… is a factual, legal and individual determination,” urging the Committee to demand information on the specific procedural safeguards in place (20). Adopting this more pointed line of inquiry, the CRC’s 2013 List of Issues explicitly asked China to detail its “policies and mechanisms established… for assessing risk” (9). In its reply, the Chinese government escalated its rhetoric. It not only repeated its “illegal entrants” position but also actively securitized the population, framing them as a threat who “disrupted China’s normal order of entry and exit” and engaged in “criminal activities” (21).

This securitization of the defector population has direct and severe implications for public health. By labeling these individuals as criminals rather than a vulnerable population with health needs, the state narrative creates a powerful chilling effect, actively discouraging families from seeking any form of healthcare for fear that interacting with state authorities will lead to identification and repatriation. This fear becomes a primary structural barrier to accessing care. Furthermore, the ever-present threat of forced return functions as a source of chronic toxic stress, a well-established precursor to a range of adverse long-term physical and mental health conditions in both children and their caregivers. Thus, the state’s political and security framing is not merely a diplomatic posture; it is a policy choice that directly creates and exacerbates a public health crisis.



4.2 Legal invisibility as a structural barrier to pediatric care and education

The analysis of the UN reporting documents reveals a crucial evolution in the international discourse, moving beyond the immediate threat of refoulement for entering children to the chronic public health crisis facing children born inside China. The Committee’s 2013 Concluding Observations marked a key turning point by explicitly identifying that “children whose mothers are from the Democratic People’s Republic of Korea lack legal identity and access to basic rights, particularly education, as they are not registered under the hukou system” (10). The report further noted the “absence of special reception procedures… (and that they) lack access to health care” (10). This finding pinpoints the state-managed system of legal invisibility as the primary structural barrier to pediatric care.

At the heart of this barrier is China’s household registration system, or hukou. Far more than a census record, the hukou functions as an essential gatekeeper to all public services. For the undocumented North Korean mother, this creates an impossible choice: to secure her child’s legal right to healthcare by registering their birth, she must present her own identification, which would immediately expose her to arrest and forced repatriation. This catch-22 effectively weaponizes the healthcare and administrative systems against her, turning a potential act of care into one of extreme personal risk. Consequently, a rational fear for her own life and of permanent separation from her child forces her to keep the child unregistered and, therefore, outside the formal healthcare system.

The health consequences of this systemic exclusion are severe and multifaceted. The lack of legal identity systematically denies these children access to fundamental preventative health measures, such as routine childhood immunizations, which leaves both the individual child and the wider community vulnerable to outbreaks of preventable diseases. They are also excluded from developmental screenings, meaning that physical or cognitive delays may go undiagnosed and untreated during critical developmental windows. Access to primary care for acute illnesses is limited to costly private clinics or is forgone entirely, increasing the risk of complications and preventable morbidity.

Furthermore, the Committee’s explicit concern about access to education is also a critical public health issue. Education is a well-established social determinant of long-term health and wellbeing, strongly correlated with health literacy, lifestyle choices, and lifetime economic stability (22). By being barred from the state school system, these children are placed on a trajectory of poor long-term health outcomes. In its official reports, including the most recent one from 2022, the Chinese government remains completely silent on the specific issue of birth registration for this population, thereby reinforcing their invisibility at a policy level and ensuring that the structural barriers to healthcare and its social determinants remain firmly intact (23).



4.3 State justifications and the persistence of the public health crisis

Across the entire 17-year period of analysis, a clear and unchanging pattern of discursive stalemate emerges. This stalemate is not passive; it is an active policy environment that directly explains the persistence of the public health crisis facing children of North Korean defectors. The pattern is consistently initiated by the CRC and civil society raising specific, rights-based health and welfare concerns, which are then met with a robust and unvarying three-part defensive strategy from the Chinese government: deflection, denial, and securitization.

The first element of this strategy is deflection. China repeatedly points to its positive treatment of recognized refugee populations from other countries, such as those from Indochina, Pakistan, and Iraq, to project an image of compliance with international norms (19, 21). This rhetorical move is a well-documented state practice of “organized hypocrisy,” where states publicly commit to international norms while selectively violating them to protect sovereign interests (24). This allows China to create a narrative of a functioning and humane refugee system, while simultaneously carving out a political exception for North Koreans, effectively insulating its policy toward them from the same standards.

This is immediately followed by denial, achieved through a powerful act of legal framing. The cornerstone of China’s position is its categorical denial that North Koreans qualify as refugees. By consistently labeling them as “illegal economic migrants,” the state transforms a humanitarian issue requiring protection into a simple matter of domestic immigration law enforcement (19, 21, 22). This legal re-framing has profound health implications: it absolves the state of any obligation to provide specialized care or protection under international refugee law and justifies its primary policy response of repatriation.

Finally, the strategy is reinforced by securitization. This is a process where an issue is framed as an existential threat to the state, thereby justifying extraordinary measures outside the realm of normal politics (25). In its 2013 reply, the Chinese government escalated its rhetoric by framing defectors as a threat to public order who “disrupted China’s normal order of entry and exit” and engaged in “criminal activities” (21). This move reframes the population from a vulnerable group with health needs to a security threat to be managed. This has a direct chilling effect on health-seeking behaviors, a phenomenon well-documented among undocumented populations who fear that interacting with any state institutions—including hospitals and clinics—will lead to identification and deportation (26). The state’s political and security framing, therefore, functions as a direct structural barrier to health.

The persistence of this stalemate demonstrates that the policy environment itself perpetuates poor health outcomes. China’s 2022 report shows this position has not evolved, repeating the same justifications from previous cycles (22). This refusal to engage with the health and welfare concerns raised by the Committee creates a form of structural violence, where the political and legal systems systematically inflict harm and prevent a vulnerable population from meeting its basic health needs (27). The result is not merely a diplomatic impasse but a sustained policy environment that knowingly creates and perpetuates a public health crisis.




5 Conclusion

This study investigated the public health crisis facing children of North Korean defectors in China—an acutely vulnerable group rendered stateless and invisible by structural policy exclusions. A longitudinal analysis highlights a persistent discursive stalemate, driven by a fundamental clash between China’s state-centric security framework and the UN’s rights-based public health principles. As a result, these children remain largely excluded from pediatric care and public health services. As a result, these children remain largely excluded from pediatric care and public health services.

The analysis traced the evolution of the UN CRC’s concerns—from the risk of irreparable harm through forced repatriation to the entrenched crisis of de facto statelessness among these children. Because they are systematically denied legal identity under the hukou system, these children lack access to essential health services such as immunizations, growth monitoring, and mental health support. China’s continued refusal to engage substantively with these critiques ensures that its policy regime not only perpetuates but structurally produces poor health outcomes. The policy environment itself, shaped by securitization and sovereign control, becomes a determinant of health inequality.

The structural mechanisms identified in this study—where legal status is used as a gatekeeper to healthcare—are not unique to China but reflect a global pattern of state-produced health inequity. The absolute exclusion and dire health outcomes faced by Rohingya children in Bangladesh, who are also denied citizenship and legal identity, offer a stark parallel, particularly concerning malnutrition and vulnerability to infectious diseases (28). Similarly, the “chilling effect” of state policy is observed in Western nations, where the fear of immigration enforcement deters undocumented families in the United States and Europe from accessing necessary pediatric care (29). While the specific policy tools differ, the outcome is consistent: the state’s control over legal status becomes a powerful mechanism for producing health inequities among vulnerable children.

This case reflects broader insights from global health and political theory. It exemplifies how state policy can function as a powerful social determinant of health—where decisions about legal recognition and administrative classification carry direct consequences for physical survival (30). China’s approach, rooted in a biopolitical logic of population control and selective inclusion, places children born to undocumented migrants outside the boundaries of public care. It also creates an ethical bind for health professionals, who may hesitate to offer care for fear of triggering punitive state responses toward their patients and their families (31). This dynamic aligns with what some scholars have termed “letting die” as an exercise of sovereign power (32).

Addressing this crisis in a realistic and constructive way requires a public health strategy that acknowledges China’s political constraints while seeking feasible pathways to mitigate harm. Rather than appealing solely to refugee law or moral imperatives international advocacy should emphasize low-profile, rights-compatible policies already recognized in principle by China. For example, targeted support for local-level pilot programs that provide limited healthcare access to undocumented children under the umbrella of infectious disease control or maternal and child health could be framed as contributing to national public health goals. Quiet engagement with municipal governments in border regions or urban areas with known defector populations may yield more cooperation than direct political confrontation.

Community-based NGOs and religious organizations operating in China or neighboring countries may also play a role by discreetly supporting informal health education, mobile clinics, and nutritional aid without drawing overt attention to the legal status of the recipients. International organizations could explore partnerships with these actors to extend existing immunization programs to children in undocumented households, in ways that minimize state scrutiny.

Finally, there is a pressing need for empirical public health research that documents the health needs and risks faced by these children. Epidemiological and qualitative studies conducted with resettled defector families in South Korea or elsewhere could provide the data necessary to inform harm-reduction strategies and identify indirect indicators of the crisis in China. These findings can support evidence-based policy recommendations that align with China’s stated commitments to children’s health, without requiring a fundamental shift in political ideology.

This study is limited by its reliance on official UN documents which may not fully capture the lived experiences of children and families affected by structural exclusion. Specifically, the use of treaty-body reports introduces potential bias, as these documents reflect formal state responses and international advocacy perspectives rather than direct ethnographic or testimonial evidence. As a result, gaps likely remain regarding local practices and informal health access. This methodological limitation suggests that the findings may be conservative; the true extent of exclusion and associated health risks may be even more severe than indicated. Nevertheless, by foregrounding the intersection of legal status and public health, it contributes to a clearer understanding of how structural exclusion produces preventable suffering. Making these children visible in international and domestic health policy discourse is an urgent step—not only toward protecting their right to health but also toward restoring their basic human dignity in a context that has long denied it.
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This study examines access and uptake of COVID-19 vaccines among refugees and migrants in Ecuador, including those with regular and irregular migration status. Conducted in Quito, Manta, and Huaquillas with 344 participants, the article reports on the survey data to assess vaccination access, barriers, and enablers. Findings show that 94% of respondents received at least one vaccine dose, despite 69% having irregular status. However, gaps remained in second and booster dose uptake, which was linked to misinformation and administrative barriers such as lack of documentation, discrimination and stigma, especially from healthcare and security personnel at vaccine sites. Key facilitators included receiving support from non-governmental organizations, mobile health brigades, and pressure from international organizations. The study concludes that although Ecuador made vaccines accessible to migrants, systemic challenges, such as data gaps, xenophobia, and insufficient outreach, hindered equitable coverage and limited the rights of migrants and refugees. Improved communication, flexibility in relation to documentation are recommended to ensure equitable access vaccines.
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1 Introduction: context of migration and COVID-19 in Ecuador

There has been an unprecedented increase in migratory flows in Latin America, demonstrating that Ecuador has one of the highest levels of migration in the region, with more than 588 900 Venezuelan migrants, in relation to its small population of just over 18 million. The COVID-19 pandemic and the complex economic situation brought new challenges that affected vulnerable populations, including migrants. This population faced structural and social barriers that limit timely access to vaccination, a finding that has been demonstrated on a global level, and recorded within Latin America as well as Europe, where migrants face major barriers to vaccination, including language, legal restrictions (1).

During the pandemic, migrants in Ecuador reported increased discrimination, due to misinformation and stereotypes, resulting in the holding migrants responsible for the spread of the virus, impacting the risk of infection, mortality, and access to timely health care (2, 3).

In the context of COVID-19, the Ecuadorian government initiated its national vaccination plan “Vacunarse” during the final months of the government of president Moreno, in December 2020, followed by the “Plan 9/100”, at the beginning of the first term of the president Lasso government on May 24th, 2021. Under the government of Lasso, the promise was to vaccinate 9 million people within the first 100 days of government. It is essential to note that Ecuador was the first country in the Andean region to implement a vaccine program specifically designed for its migrant population (2–5). In comparison with other countries in the region, Bolivia, Peru, and Paraguay lagged behind Ecuador (6). Comparative analyses suggest that earlier rollout, stronger supply chains, and broader eligibility criteria contributed to the faster uptake in higher-performing countries (6, 7).

In the case of Ecuador, a quarantine was imposed to contain the COVID-19 pandemic. However, the closure of borders and their militarization resulted in the suspension of all official migration processes, including the administrative process for applying for refugee status.

Several studies demonstrate the negative impact of these policies on the lives of people migrating to Ecuador, as access to food and services was reduced throughout the pandemic (8, 9). A significant result of the border closures was an increase in undocumented crossings to Ecuador throughout the pandemic. Limited official numbers and the dismantling of humanitarian aid and registration of migrant numbers by the Red Cross and other international ceased during the pandemic and has resulted in a complex system of intersectoral reporting and statistical estimations based mainly on access to the services of non-governmental and intergovernmental organizations and analyzed by the interagency working group for migrants and refugees (GTRM, by its acronym in Spanish “Grupo de Trabajo para Refugiados y Migrantes”).

An impediment to measuring the impact of COVID-19 policies on migrants is the unevenness of governmental statistical record-keeping concerning the migrant population. According to the National Institute for Statistics and Census (INEC), as of March 21, 2022, the Ecuadorian Institute for Statistics reported that most registered foreign residents in Ecuador are of Colombian nationality (10). Of the 381,507 migrants in the country, 191,537 (50.2%) are of Colombian origin. In second place are US residents with a total of 26,386 migrants. However, this information is not considered to be accurate by international organizations, as the GTRM, an intersectoral working group for the articulation of actions agreed upon by various partners to address the protection, assistance, and integration needs of refugees and migrants from Venezuela in Peru, estimates that there are ~508,935 Venezuelans in Ecuador (11). This estimate is based on registering entry and exit from the country and analyzing, monitoring, tracking, and characterization of flows at the border.

During the pandemic in December 2021, more than 71,550 persons were registered in Ecuador as refugees. Of the refugee population, more than 97% are of Colombian origin.



2 Materials and methods

The overall objective of the study is to produce evidence on the barriers and facilitators to COVID-19 vaccination for refugees, migrants in regular situations (MIRS), and migrants in irregular situations (MIIS) in Ecuador, who are impacted by large-scale migration, and to provide an estimate of COVID-19 vaccination coverage among these three groups.

The specific objectives are to:

	1. Understand the status of COVID-19 vaccine access and uptake, knowledge and perspectives, attitudes and practices, challenges, barriers, and enablers in refugees and migrants' access to vaccines regardless of their status in Ecuador.
	2. Estimate the proportion of refugees and migrants reached by COVID-19 vaccination campaigns in Ecuador.

This study on COVID-19 vaccination uptake in Ecuador is part of a series of country-level studies grounded in the WHO Health Systems Framework, with its six system building blocks, and the Behavioral and Social Drivers (BeSD) of COVID-19 Vaccination Framework (Figure 1) (12, 13, 25, 26). The six system building blocks are leadership and governance, healthcare financing, health workforce, medical products and technologies, information and research, and service delivery. The WHO Health System Framework not only informs the design and content of our surveys but also enhances the actionability of our findings regarding health system strengthening. The BeSD of the COVID-19 Vaccination Framework enables careful consideration of how individual, social, and structural determinants interact to influence willingness to vaccinate and vaccination uptake.


[image: Flowchart showing factors influencing vaccination. "What people think and feel": confidence, perception, and information impact motivation. "Social processes": support, norms, and trust also influence. "Practical issues": access and availability affect motivation. These lead to vaccination.]
FIGURE 1
 The behavioral and social drivers (BeSD) of COVID-19 vaccination framework.


The overall study consisted of two phases, corresponding to each of the objectives. In the first stage, a document analysis was conducted, along with key informant interviews, and in the second stage, the application a survey. The findings reported in the present article pertain to the survey data on to migrants and refugees, facilitators and barriers to vaccine access.


2.1 Survey instrument

The quantitative survey was designed based on the following guidelines and validated resources: (1) WHO and UNICEF (14); (2) Data for action: achieving high uptake of COVID-19 vaccines; (3) United States Centers for Disease Control and Prevention. Vaccine confidence survey, question bank (15); (4) United States Centers for Disease Control and Prevention (16); (5) COVID-19 vaccine confidence rapid community assessment guide; (6) WHO Regional Office for Africa (17). Social and behavioral insights: COVID-19 data collection tool for Africa; (7) WHO and UNICEF (18). Monitoring COVID-19 vaccination: considerations for the collection and use of vaccination data; (8) IOM and National Statistics Service of the Republic of Armenia (19). Report on household survey on migration in Armenia; (9) United Nations Expert Group on Migration Statistics (20); (10) Standard questions on international migration: Guidance note for the use in population censuses and household surveys. The interview guides were translated into Spanish, the main language spoken by migrants and refugees in Ecuador.



2.2 Sampling and data collection

For the survey, purposive sampling was used with a sample of 344 people distributed in the cities Quito (n = 194), the capital city and home to the highest estimated migrant population, the coastal city of Manta (n = 72), and the border city of Huaquillas (n = 78).

These cities were selected, given that they concentrate a high proportion of migrant population. The city of Quito has the highest level of migrant population; for that reason, the sample of Quito is proportionately higher to the other two cities sampled. Participants included all refugee, MIRS, or MIIS communities who qualified for the COVID-19 vaccine in Ecuador. Recruitment took place in collaboration with local NGOs with the highest percentage of migrant and refugee service users in each of the three cities. Recruitment was initially made through announcements on social media within migrant organizations migrant-focused foundations and associations that provide support and community engagement for refugees and migrants. While this approach facilitated access to diverse migrant groups, it may have introduced selection bias, as individuals not affiliated with such organization that may be among the most marginalize, could have been excluded.

To enhance representativeness and minimize this bias, the research team employed a referral (snowball) sampling method, allowing each respondent to refer other migrants within their networks. Significantly, none of the individuals who were invited to participate declined to do so. Nevertheless, the total number of individuals approached and those who declined participation were not systematically recorded, which we recognize as a limitation.

A small gift of food was given to each participant who decided to participate. Only those participants who agreed to participate and provided informed consent were included in the survey. No participant was excluded based on gender, race, religion, ethnicity, or other characteristics.

The survey was conducted in the cities of Quito, Manta, and Huaquillas, in collaboration with local NGOs that work with migrants and refugees. These organizations carried out a call for participation in the survey among their service users. The data collection process took place in the city of Quito from May 30th to June 2nd, 2022, at the Asociación Civil Chamos Venezolanos en Ecuador, where the migrant population and data collection were conducted at the organization's premises. Subsequently, data collection took place from July 27, 2022, to July 30, 2022, in the city of Huaquillas, in collaboration with Asociación Venezolanos en Exterior. The data collection process was conducted at the organization's premises. Finally, the data collection process was conducted in Manta with the support of the Organization La Chama de Manta from August 6, 2022, to August 8, 2022, during which interview spaces were provided.



2.3 Data collection

An online questionnaire designed using Kobo Toolbox, facilitated data collection for in-person survey interviews. The questionnaire's contents were finalized in consultation with members of the technical committee at USFQ (see Annex I for the survey questionnaire).

For the data collection, respondent answers to interview questions were simultaneously loaded on an online database by the interviewers as they conducted the interviews. Information was collected through in-person surveys and entered on a survey platform via mobile telephones.

The manager verified the accuracy and completeness of the entered data at various levels and stages. Only the research team had access to the server to download and check data quality.

The adults participating in the study gave informed written consent. All participants were over 18 years of age and informed about the right to refuse or withdraw from the survey at any time.

Data was gathered in the following areas: (1) Demographics; (2) Migration status; (3) COVID-19 infection; (4) Risks; (5) Infection status; (6) Testing; (7) Hospitalizations; (8) Preventive measures; (9) COVID-19 vaccination coverage, knowledge, access, and funding; (10) Behavior in context of infection and vaccination; (11) Motivation and Barriers.



2.4 Ethics and quality monitoring

The survey design, sampling strategy, instruments, and analytical plans were reviewed and approved by the Universidad San Francisco de Quito Ethics Committee. The confidentiality of all collected data was given high priority at every stage of data handling. The research participants were informed about the purpose, methods, benefits, and intended uses of the research. Informed verbal consent was obtained from the research subjects. Respondents were free to stop interviews at any time or skip any questions they did not want to answer. They had the right to ask questions at any point before, during or after the interview. Individual names and personal information of respondents were kept confidential, and personal identifiers were not used in any form of reporting. Datasets were also kept anonymous for analysis. All data files were saved in password-protected files.

Steps were taken to ensure the quality of data collection. Team leaders managed the teams and monitored activities, and reviewed all completed questionnaires for completeness and inconsistencies before leaving the village. Team leaders also did spot checks of data forms and provided guidance and supportive supervision to the field teams through continuous reinforcement of good practices. The challenges faced by teams were discussed, solutions developed, and feedback provided to team leaders.




3 Results


3.1 Participant profiles

The sample size for this study was 344 respondents, of whom 90.41% self-identified as Venezuelan. 5.81% of respondents reported their nationality to be Colombian, followed by Cuban nationals (1.5%) and 2.5% of other nationalities, mainly from Latin America and Africa. The survey was conducted in the capital city of Quito (Pichincha), with a sample size of 194, as well as in the cities of Manta in the province of Manabí (n = 72) and the city of Huaquillas in El Oro (n = 78).

Respondents were between 18 and 49 years of age, with the majority (49% of respondents) in the 30–49 age group, followed by 33% in the 18–29 age group. In contrast to these two age groups, which could be considered as young adults and adults, a minority of 3% of respondents were over 65 years of age. In the total sample (344 respondents), 53% were female, 46% male and 1% identified as “other”. The higher percentage of female respondents supports the findings of other surveys of migrants in Ecuador (12, 13).

Regarding the level of education, 66% of respondents reported having completed secondary studies or higher. A total of 37% of the sample reported having completed secondary education, 27% possessed a university undergraduate degree, and 2% of respondents had completed a postgraduate degree.

In terms of length of time in Ecuador, 60.47% of the sample reported being in the country for between 1 and 5 years, followed by stays of < 1 year. Of those surveyed, 69% were MIIS, meaning that they do not possess a visa or are in the process of obtaining one, and 5% were refugees.



3.2 Self-reported COVID-19 infection

Analysis of self-reported COVID-19 infection prevalence revealed differentiated patterns according to gender and migratory status (Table 1). Among the regular migrant population (n = 90), a significant gender disparity was identified (χ2 = 8.31, p = 0.016). Men reported an infection prevalence of 43.3% (26/60), significantly higher than that observed in women at 13.3% (4/30), resulting in an absolute difference of 30.0 percentage points (95% CI: 9.2% to 50.8%) favoring lower infection rates in women.

TABLE 1 Self-reported COVID-19 infection prevalence by gender and migratory status.


	Migratory status
	Gender
	Infected n (%)
	Not infected n (%)
	Does not know/ recall n (%)
	Total
	Difference in proportions*% (95% CI)
	p-value†





	Regular
	Female
	4 (13.3)
	20 (66.7)
	6 (20.0)
	30
	30.0 (9.2–50.8)
	0.016



	Male
	26 (43.3)
	26 (43.3)
	8 (13.3)
	60
	–
	–



	Subtotal
	30 (33.3)
	46 (51.1)
	14 (15.6)
	90
	–
	–

 
	Irregular
	Female
	44 (31.7)
	81 (58.3)
	14 (10.1)
	139
	2.7 (−10.4 to 15.8)
	0.914



	Male
	33 (34.4)
	45 (46.9)
	18 (18.8)
	96
	–
	–



	Subtotal
	77 (32.8)
	126 (53.6)
	32 (13.6)
	235
	–
	–

 
	Refugee
	Female
	3 (37.5)
	4 (50.0)
	1 (12.5)
	8
	0.0 (−43.7 to 43.7)
	1.000



	Male
	3 (37.5)
	5 (62.5)
	0 (0.0)
	8
	–
	–



	Subtotal
	6 (37.5)
	9 (56.3)
	1 (6.3)
	16
	–
	–

 
	Overall total
	
	113 (33.1)
	181 (53.1)
	47 (13.8)
	341
	–
	–



*Difference calculated as proportion in males minus proportion in females (positive values indicate higher prevalence in males).

†Pearson's Chi-square test or Fisher's exact test as appropriate.

CI, confidence interval at 95%.

n = 3 participants who reported gender as “Other” were excluded from analysis (2 irregular, 1 refugee).



In contrast, no statistically significant gender differences were identified in either irregular migrant or refugee populations. Among irregular migrants (n = 235), prevalence was 31.7% (44/139) in women and 34.4% (33/96) in men, with a difference of 2.7 percentage points (95% CI: −10.4% to 15.8%, p = 0.914). In the refugee population (n = 16), both genders presented identical prevalence rates of 37.5% (3/8 in each group; difference: 0.0%, 95% CI: −43.7% to 43.7%, p = 1.000), although the limited sample size substantially reduces statistical power to detect differences.

Notably, between 6.3% and 15.6% of participants, depending on their migratory status, did not recall or were unaware of whether they had been infected, with this proportion being higher among regular migrants (15.6%, 14/90) compared to irregular migrants (13.6%, 32/235) and refugees (6.3%, 1/16).



3.3 Vaccination by gender and migration status

Irrespective of migratory status, the vast majority of respondents had been offered a COVID-19 vaccination. A total of 323 respondents, corresponding to 94% of the sample, reported having received a COVID-19 vaccination. Furthermore, a large proportion of the respondents were in the group with irregular migration status with 69%, followed by persons with regular status with 27% and refugees, respectively.

Seventy-six percent of the respondents who were vaccinated had received two or more doses of the virus vaccine, including one dose of CanSino or two or more doses of other vaccines. Sixteen percent reported having received only partial doses of the vaccine, and 7% had not received full doses. Regardless of the population's migration status, most reported receiving full doses of the COVID-19 vaccine.

Analysis of COVID-19 vaccination offer revealed gender-specific disparities according to migratory status (Table 2). In the overall sample (n = 341), 93.8% (320/341) reported having received a vaccination offer, with an overall coverage of 97.7% (167/171) in women compared to 90.0% (153/170) in men.

TABLE 2 COVID-19 vaccination offer by gender and migratory status.


	Migratory status
	Gender
	N
	Vaccine offered n (%)
	Vaccine not offered n (%)
	Difference in proportions*% (95% CI)
	OR (95% CI)†
	p-value‡





	Regular
	Female
	30
	30 (100.0)
	0 (0.0)
	3.3 (−3.1 to 9.7)
	NC
	0.548



	Male
	60
	58 (96.7)
	2 (3.3)
	–
	–
	–



	Subtotal
	90
	88 (97.8)
	2 (2.2)
	–
	–
	–

 
	Irregular
	Female
	139
	133 (95.7)
	6 (4.3)
	7.2 (0.6–13.8)
	2.87 (1.04–7.91)
	0.034



	Male
	96
	85 (88.5)
	11 (11.5)
	–
	–
	–



	Subtotal
	235
	218 (92.8)
	17 (7.2)
	–
	–
	–

 
	Refugee
	Female
	8
	8 (100.0)
	0 (0.0)
	25.0 (−7.0 to 57.0)
	NC
	0.467



	Male
	8
	6 (75.0)
	2 (25.0)
	–
	–
	–



	Subtotal
	16
	14 (87.5)
	2 (12.5)
	–
	–
	–

 
	Overall total
	
	341
	320 (93.8)
	21 (6.2)
	–
	–
	–



*Difference calculated as proportion in females minus proportion in males (positive values indicate higher offer in females).

†Odds ratio calculated with males as reference category (OR > 1 indicates higher odds in females).

‡Pearson's Chi-square test or Fisher's exact test as appropriate.

NC, not calculable due to presence of cells with zero values preventing OR calculation. OR, odds ratio; CI, confidence interval at 95%.

n = 3 participants who reported gender as “Other” were excluded from analysis (2 irregular, 1 refugee).



Among the irregular migrant population (n = 235), a statistically significant gender difference was identified (χ2 = 4.48, p = 0.034). Women presented higher offer coverage at 95.7% (133/139) compared to 88.5% (85/96) in men, resulting in an absolute difference of 7.2% points (95% CI: 0.6% to 13.8%). Odds ratio analysis confirmed that irregular migrant women had 2.87 times higher odds of receiving a vaccination offer compared to men (OR = 2.87, 95% CI: 1.04–7.91), with this association being statistically significant.

No statistically significant differences were observed in regular migrant populations (100.0% in women vs. 96.7% in men, p = 0.548) or refugees (100.0% vs. 75.0%, p = 0.467). In the case of refugees, although a considerable numerical difference of 25.0 percentage points was observed, the limited sample size (n = 16) substantially reduces statistical power to detect significant differences, which may explain the absence of statistical significance despite the magnitude of the observed difference.

These findings suggest that gender inequities in access to COVID-19 vaccination offer are specific to the migratory context, being particularly evident in the irregular migrant population where men experience additional barriers to accessing immunization offers.



3.4 Timing and brand of first-time vaccinations by gender and migration status

Most participants (81%) received their first dose between July and September 2021, with 50% being female and 50% being male. Regarding the migratory status of those vaccinated between July and December, 44% had regular status, 44.5% had irregular status, and 10% had refugee status. The Sinovac brand of vaccine predominated (47%), followed by Pfizer (19%), Astrazeneca (15%), and 9% of respondents received the single-dose vaccine, CanSino. There was an additional 7% that received other vaccine brands (Sinopharm, Sputnik, J&J, or Moderna), and 3% didn't know/didn't remember the brand. In total, 83% of respondents had received the first dose in Ecuador, followed by 6.5% in Colombia and 6.2% in Venezuela.

The majority of participants (61%) received their second dose between July and September 2021, of which 50% were female and 50% were male. This period was followed by October to December, during which a total of 28% of respondents had been vaccinated. The Sinovac brand of vaccine predominated (51%), followed by Pfizer (24%), Astrazeneca (17%), and only one person received the single dose of CanSino (0.5%). There was an additional 3.5% that received other vaccine brands (Sinopharm, Sputnik, or Moderna), and 4% didn't know/didn't remember the brand. Ninety percent of the population vaccinated with the second dose received it in Ecuador, followed by 4% vaccinated in Colombia, and 4% in Venezuela.

Most participants received their booster dose between January and June 2022, with 48% being female and 52% male. The Sinovac brand of vaccine predominated (27%), followed by Pfizer (29%), AstraZeneca (36%), and 4% of respondents received the single-dose CanSino. There was an additional 2% that received other vaccine brands (Sinopharm, Sputnik), and 2% didn't know/didn't remember the brand. Ninety-four percent of the population vaccinated with the second dose received it in Ecuador, followed by 4% in Peru, and in equal magnitude Chile and Venezuela (1%).



3.5 Experience of the vaccination process

The majority of respondents (71%) had not heard or observed any comments about the vaccination process for foreign nationals against COVID-19. Indeed, of the 344 respondents, only 26% had heard something and 3% were unsure.

Of the 88 respondents surveyed who reported having seen or heard any comments, 18 were of regular migration status, 65 were of irregular status, and 5 were of refugee status. Among the types of actions observed and reported, the predominant ones were that documentation, such as a visa or identity card, was requested to administer the doses (33%) and that it was possible to be vaccinated despite not having a visa or any other legal document (18%).

Of these data, it should be emphasized that one person with regular migratory status heard that respondents without documentation would be deported if they went for vaccination. In addition, 5 respondents, 4 were MIIS and one refugee, heard that the vaccinations were only for Ecuadorians.

Respondents were asked if they perceived differences in the treatment for vaccination in relation to foreign citizens. However, 91% of respondents did not perceive any differences, while 6% said they perceived a difference, and 3% did not know or could not remember. Among the 19 respondents who perceived differences, 5 were MIRS, 12 MIIS, and 2 were refugees.

Similarly, respondents were asked if they had witnessed any form of discrimination during the vaccination process, and 93% of the surveyed population reported not having done so. Meanwhile, 5% of the surveyed population stated that the acts of discrimination were directed against them personally, and 2% against the migrant population. The acts of discrimination reported against this group of respondents were mainly by health personnel (54%), security personnel (25%) and local respondents (13%).




4 Discussion

In Ecuador, although the majority of the participants were migrants in irregular situations (MIIS), nearly all respondents in our study had been offered a COVID-19 vaccine. This reflects regional patterns, where Latin America achieved relatively high levels of vaccination compared with other low- and middle-income regions, although marked gaps remained in terms of booster coverage and equitable inclusion of vulnerable groups (19, 20).

Our findings showed that only 61% of respondents received a second dose and even fewer obtained boosters are consistent with evidence of undervaccination described in systematic reviews of migrant populations. Crawshaw et al. (1) identified key determinants—including misinformation, administrative hurdles, and lack of culturally tailored communication—that mirror the barriers reported in Ecuador. This suggests that vaccine uptake is not merely a function of supply, but also depends on addressing confidence, convenience, and the social determinants of health.

The Ecuadorian case also highlights broader global inequities in vaccine distribution. While high-income countries reached nearly 80% one-dose coverage by late 2023, low-income countries lagged behind at only 33% (21). Within Latin America, comparative analyses show that countries with stronger supply chains and more inclusive eligibility criteria achieved faster uptake, while others struggled with fragmented policy responses (19).

In Ecuador, once the availability of the vaccine was resolved bymid-2021, most of the migrants (81%) received their first dose. However, it is also important to note that the second dose was received only by 61%, as well as the booster. Something that might be related to misinformation or lack of proper communication campaigns, as the sanitary authority insisted there was enough inventory for all people living in the country. This was not, unfortunately, the same everywhere, as of 29 November 2023, it was estimated that 79.9% of the population in HICs had been vaccinated for COVID-19 with at least one dose, while in LICs only 32.8% of the resident population had received at least one shot (19).

The International Organization for Migration (IOM) reported that, when the vaccine rollout started, only regular migrants were included in vaccination campaigns in most countries (21), something that is also reported in our study. However, more recent updates from the UNHCR report that 162 countries have included refugees in their national COVID-19 vaccine plans; however, information about the inclusion of irregular migrants in the different local vaccination programs is scanty (22).

It has also been reported that refugees and migrants (particularly MIIS) may face multiple barriers to vaccination against COVID-19, including limited vaccine supply; low confidence in the benefits and safety of the vaccine; social influence and norms; lack of information on how to obtain vaccines; language barriers; complex registration processes and limited access to the web; and fear of arrest, detention, or deportation (23) but as mentioned previously, in Ecuador most of these issues also were reported. Some of those barriers were resolved quicker than others achieving a positive outcome. On the other hand, operational and administrative barriers (such as identification documents and residence permit) limited migrants in Ecuador access to vaccines as well reported by WHO (24).

Finally, stigma, discrimination, exclusion, and lack of access to health information and quality healthcare all represent additional barriers affecting access to this basic human right, not only in our sample, and other studies pertaining to migrants and refugees (24).

Migrants and refugees with irregular status in particular, continue to be among the most marginalized in vaccination programs. Although Ecuador adopted comparatively inclusive policies, our results confirm that barriers persisted, such as documentation requirements, discrimination by health and security staff, and misinformation. These obstacles echo findings from PAHO (6) and Crawshaw et al. (1), which emphasize the importance of targeted communication strategies, reduction of administrative obstacles, and collaboration with NGOs to ensure equitable vaccine access.



5 Conclusion

The analysis of the results of this research demonstrates several main issues concerning COVID-19 vaccine access and deployment in Ecuador, impacting the human rights of migrants and refugees in Ecuador, related especially to the initial lack of funding for vaccines, as well as the need for communication to counter xenophobia and misinformation.

The main conclusions are that there is a lack of accurate information gathering concerning vaccination records within Ecuador. Vaccine record keeping has improved since May 2021; however, there remain major gaps concerning the administration of vaccinations. These data gaps are related to insufficient training and oversight of staff at the vaccination centers concerning data classification as well as the procedures that ensure equal access to vaccines.

Discrimination by gatekeepers, such as security guards and healthcare workers was a barrier that made the implementation of universal vaccination programs difficult. Persons with disabilities and belonging to the LGBT+ population faced further discrimination, providing evidence that further research needs to be focused on how vaccine rollouts affect these vulnerable populations.

The lack of the possibility to publicly access stable and easy-to-access information about vaccination programs and misinformation makes it difficult for migrants and refugees to access vaccination points.

Initial low investment in the Ecuadorian health system and dependency on International Organizations for donations were tremendous barriers to facilitating access to vaccination, both for Ecuadorians and even more for those with regular as well as irregular status and refugees. The lack of support makes medium—to long-term planning difficult.

Access to vaccination centers and health brigades, which reached communities that were not accessing vaccination center sites, were the main facilitators in the vaccine roll-out.

Social pressure from non-governmental and multilateral organizations and improvements to the vaccine registration process for vaccines against COVID-19 have progressively facilitated migrants' access to the basic and constitutional right of everyone living in Ecuador to health.

Our study demonstrates outcomes broadly consistent with findings in Latin America and Europe, where vaccine accessibility improved but booster uptake lagged behind (1, 19). In line with regional evidence (20), our results highlight that equitable policies can reduce gaps in initial vaccine access, yet operational and social barriers persist. Compared to global analyses of vaccine inequity, which point to higher mortality in under-resourced regions (21, 22), Ecuador's relatively inclusive approach mitigated some of these risks, though gaps in booster coverage remain a shared challenge.
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